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Go with a song within your 
heart today, 





For, it alone is yours; no 
troubles borrow, 





But let each hour, as it slips 
away, 


Bring strength to meet what- 
eer may come tomorrow. 


So & 
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YEASTONE oti vitamnes'or yeast 


GIVEN IN PLACE OF YEAST FOR MEDICINAL PURPOSES 








Keeps Well Pleasant to Take Reliable 
Literature and Sample on request 
MERCK & CO. 45 Park Place NEW YORK 














In Nervousness and nervous Insomnia. 
Information on request 


Tubes of 10 and Bottles of 100 Tablets each. E. BILHUBER, Inc., 45 John St., New York 


Supplied in Powder and 5 grain Tablets; 


HAY FEVER MEMORANDA 


Early Spring Type. Patients whose hay fever develops in late March, April, or 
beginning of May, should be tested with pollens of early flowering trees, as 
poplar, birch, maple, willow, walnut, oak, which pollinate in the order named. 





Late Spring Type. Patients whose hay fever develops in the latter part of 
May, during June or early July, should be tested with the pollens of sweet 
vernal grass, June grass, orchard grass, timothy and red top. The one giving 
the major reaction should be selected for treatment to the group. The un- 
related rose pollinates simultaneously and is the primary or secondary cause 
in an occasional case—hence, should be included in tests where direct exposure 
exists. The same is true of dandelion, daisy and in some sections alfalfa. 


ARLCO—POLLEN EXTRACTS 


For Cutaneous Tests and Treatment cover early and late spring, also summer 
and autumn. 





Literature and List of Pollens on Request 


THE ARLINGTON CHEMICAL COMPANY 
YONKERS, NEW YORK 
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Byron Robinson 


UT in Wisconsin, there is a village which 

QO never developed a Main Street. Even to- 
iy, Hollandale consists of two hundred in- 
ibitants and harbors but one solitary phy- 
sician. One spring morning, back in 1855, this 
miniature community learned that, to the farm- 

; William and Mary Robinson, had been 

rn a son, named Frederick Byron. The 

vent aroused only the usual amount of inter- 
est, for, who could know that an eagle had 
fallen into a Hollandale nest? 

The vision of most of the farm lads of Hol- 
landale was circumscribed by rows of corn; 
beyond the waving wheat-fields, Byron Robin- 
son saw the great cities. The passing years 
found the majority of Hollandalers at home, 
but one eager face was missing. “Where is 
Byron?” “Why, haven’t your heard?” He's 
studying to be a doctor.” Byron Robinson had 
traveled on from the log schoolhouse of Hol- 
landale to the Rush Medical College of Chicago. 
Poverty made his journey hard, with many 
halts and backward turns, but at twenty-seven 
liyron Robinson arrived at the doctorate. 

{here are men who close their intellectual 

ney here. To Byron Robinson, graduation 
meant merely another threshold. His ardent 


nature thirsted for the fountain-heads of re- 
search and experimentation, but necessity drove 
him to drink from the smaller cup of country 
practice. Yet, with the mellowing years, he 
thrice tasted of the Pierian springs of medi- 
cine—first in Heidelberg, Berlin and London; 
the second time, in. London; and, then, in Bir- 
mingham. 

In Birmingham, Byron Robinson met Law- 
son Tait, the enfant terrible of modern medi- 
cine. Lawson Tait was an exception to all 
rules. He was unable to pass the routine 
examinations of the University of Edinburgh, 
and finally left the university without a degree. 
Yet, never has there been a more successful 
explorer of the female pelvis. Whenever he 
picked up his scalpel, he was apt to introduce 
an innovation. Denouncing animal experimen- 
tation, scoffing at the germ theory, attacking the 
Listerian method, he was nevertheless un- 
approachable as an operating gynecologist. 
From the main procession of modern surgery, 
Lawson Tait stands apart—scornful, defiant, 
abusive, often wrong; but always unique. For 
six months, Byron Robinson sat at the feet of 
this surgical genius with the bad manners. 

In the early nineties, there appeared in Chi- 
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cago an impetuous worker who was self- 
opinionated and impatient of etiquette, but dis- 
played a passion for anatomy and an unusual 
knowledge of gynecology and abdominal sur- 
gery. Had Lawson Tait come to America? 
Lawson Tait remained in Birmingham with his 
female worshippers; his disciple, Byron Robin- 
son, had returned to the city of his Alma 
Mater. Some time later, a physician in quest 
of postgraduate instruction in gynecology con- 
sulted William Francis Waugh. And, the wise 
Waugh answered: “The best man in Chicago 
under whom to study gynecology is Byron 
Robinson—provided you can keep from killing 
him after you’ve endured him for a week.” 
When intent upon a problem, Byron Robinson 
was oblivious to all else, and he failed to real- 
ize that his neighbors possessed sensibilities 
which could be wounded. Yet, the numerous 
friends who rallied around him and who hold, 
until this day, his memory in most affectionate 
remembrance, are ample testimony to the man’s 
essential goodness. 

Byron Robinson’s fever for work became 
famous throughout Chicago. He joined no 
clubs, he understood no recreations, he 
neglected social amenities; but he astonished 
his colleagues by his capacity for labor — 
lecturing, writing, practising, operating, dissect- 
ing, and performing autopsies, as long as he 
lived. In the preparation of his peritoneal 
studies, he dissected the peritoneum and viscera 
of one hundred different species of fish, and 
then plunged into the dissection of amphibious 
birds and mammals. Thousands of former 
human beings, in the dissecting-room and dead- 
house, passed under his tireless scalpel. 

This dynamic anatomist was too busy to be 
covetous of titles and honors. Still, that he 
recognized the value of his work, may be 
sensed from a characteristic note that lies be- 
fore us, scrawled in his own awful hand: “I 
return proof of article on Horse-Shoe Kidney. 
This article is the first of its kind. It will be 
an archive for future thieving for fifty years. 
It required ten years to collect those illus- 
trations. The data furnish new views to the 
medical profession. Send as many journals as 
you can, gratis, for personal distribution, for 
this is an epoch-making article.” 

Byron Robinson taught in several of the in- 
ferior schools of Chicago, instead of in Rush, 
Northwestern, or the College of Physicians and 
Surgeons; his books were published by small 
firms, and never bore the imprints of Saunders, 
Blakiston, or Lea & Febiger. The reason for 


this lack of success may be worth probing, but 
it is pleasanter to relate that he earned the 
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admiration of the two foremost thinkers of 
medical Chicago. “Dr. Byron Robinson,” said 
Christian Fenger, “reminds one of the plodding, 
hard-working European scientist who sub- 
ordinates everything, social and material, to his 
work. His researches on the peritoneum and 
the sympathetic nervous system have made his 
work known wherever earnest work is honored. 
His treatise on the peritoneum is unique of its 
kind and is a classic.” Nicholas Senn wrote: 
“Dr. Robinson’s additions to our knowledge of 
the structure of the biliary and pancreatic ducts, 
the utero-ovarian circle (Robinson’s circle), 
the ureters (Robinson’s three ureteral isth- 
muses), the great sympathetic nerve (the ab- 
dominal brain), and the peritoneum are of far 
reaching and scientific value.” 

Byron Robinson saw circles throughout anat- 
omy. The chief circuit which he demonstrated 
was the anastomosis of the uterine and ovarian 
arteries, the abdominal aorta, common and 
internal iliacs—an intercommunication which 
has become eponymic. In his monograph on 
“The Arteries of the Gastrointestinal Tract, 
with Inosculation Circle,” he presented the fol- 
lowing original vascular landmarks: concentric 
gastric circles; ileocolic circle; enterocolic cir- 
cle; gastroenterocolic circle; pancreatic circle; 
ileocolic arches. 

Certain gynecologists have not been generous 
to the pioneer women who atempted to enter 
the medical profession. Mary Putnam Jacobi 
censures the renowned Sims for overlooking 
the claims of Emily Blackwell when an assist- 
ant surgeon was required at the Woman's 
Hospital. Byron Robinson, however, ‘was a 
persistent and enthusiastic advocate of women 
in medicine. At the Mary Thompson Hospital, 
he became acquainted with the head surgeon, 
Dr. Lucy Waite. At his request, she retained 
her own name, but they were married and 
the union proved ideal. His chief book is 
dedicated: “To my wife and professional asso- 
ciate.” In those days, not only did they sit 
opposite each other at breakfast, but in the post- 
graduate school Byron Robinson was often 
seen at one side of the dissecting-table, while 
Lucy Waite was working on the other, both 
tracing the circumference of his circles. 

The parents of Byron Robinson lived quietly 
together on their Hollandale farm for over 
fifty years, but their fiery son burned himself 
out in his mental prime. Before the rust of 
age crept upon it, the pen fell from the hand 
that wrote The Peritoneum, Landmarks in 
Gynecology, Practical Intestinal Surgery, Auto- 
matic Menstrual Ganglia, Urachial Cysts, The 
Abdominal Brain, Colpo-Perineorrhaphy, Zona 
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exsanguinata Hyrtlii, and a host of other con- 
tributions, scattered throughout the medical 
press of the day. Even if Chicago had pos- 
sessed a Pantheon, it could not have held his 
dust; for, like a tired child, he desired to rest 
beside his father and mother. 


Perhaps some curious student of the Ameri- 
can editions of Gray's Anatomy, wandering 
from the broad paths of the text to the by- 
ways of the footnotes, and beholding along 
many page-bottoms the name of Robinson, may 
say to himself, “This Robinson must have been 
some anatomist. Who was he, anyway?” And 
we may relate his history in another footnote: 
He awoke in Hollandale, and in Hollandale he 
sleeps. Between his first journey and his last, 
he became one of the builders of modern 


medicine. Victor Rosinson, M.D. 


Reading makes a full man, conference a ready one, 
and writing an exact man.—Bacon. 


THE VENEREAL-DISEASE 
PROBLEM 





The history of venereal disease has attracted 
much attention from syphilologists, within re- 
cent years, and jit is now generally accepted 
that syphilis was introduced into Europe by 
the mariners of Columbus on their return from 
the New World, in 1493. Gonorrhea, on the 
other hand, was prevalent in Europe long be- 
fore that period, reference to this disease being 
frequent in the earliest of writings. In course 
of time, the conception regarding it in the 
minds of medical writers, gradually had at- 
tained greater clearness; but, with the intru- 
sion of syphilis, the identity of gonorrhea was 
lost sight of and all venereal disease was be- 
lieved to be symptomatic of syphilitic infec- 
tion. This error held sway, not undisputed, 
jhowever, until the painstaking investigations 
and brilliant writings of Ricord (1831-1860) 
{finally overthrew the heresy and laid the foun- 
dation of our present knowledge of gonorrhea 
as a specific venereal disease. 

Gonorrhea, a Latin word of Greek origin, is 
first found in the writings of Aretaios, of 
Cappadocia, a Greek physician who lived in 
the firet or second century. There are, how- 
ever, seweral passages in earlier literature 
which jeastify the inference that the disease 
was prevalent as far back as history can be 
elucidated. Thus, the Papyrus Ebers, the old- 
est medical Egyptian record, contains prescrip- 
tions to be used as injections for genital affec- 
tions, which suggest the occurrence of gonor- 
thea among the Egyptians. Proksch states 











THE VENEREAL-DISEASE PROBLEM 239 


that, in a Japanese manuscript of 900 B. C., 
there is a vivid description of gonorrhea. 
Celsus (25-35 A.D.) speaks of the disease as 
a flow of seed “sine venere vel nocturnis im- 
aginibus.” That the Jews were not immune, 
is proved by verses one to thirteen of the 
fifteenth chapter of Leviticus, and this refer- 
ence is free from the erroneous belief regard- 
ing the nature of the discharge which influ- 
enced Aretaios in adopting the misnomer 
“Gonorrhea.” (We are borrowing most of 
this information from David Watson: “Gon- 
orrhea and Its Complications,’ New York, 
Paul B. Hoeber, 1915.) 

After the introduction of syphilis into 
Europe and the pandemic that had occurred 
shortly after the return of Columbus and his 
mariners, Paracelsus, in 1530, had begun to 
teach that gonorrhea was an initial symptom 
of syphilis, and in course of time this view 
came to be universally adopted. The history 
of gonorrhea thereafter merges into that of 
syphilis, and this unfortunate misconception 
held sway until finally overthrown by the ex- 
cellent work of Ricord. 

Although occasional attempts are recorded 
to separate the two affections, all efforts at 
advance were nullified by the personal experi- 
ment, in 1767, of the great John Hunter who, in 
his endeavor to prove that gonorrhea and 
syphilis were identical, inoculated himself with 
gonorrheal pus and produced syphilis, thus 
proving to his satisfaction the identity of the 
two diseases and, this by a false conclusion 
drawn from one single experiment. 

Hunter’s prominence in the medical world 
had caused his teaching to be widely accepted 
and the theories of his few opponents to be 
of little avail until the middle of the nine- 
teenth century when Ricord, as already men- 
tioned, succeeded in convincing the medical 
profession of the duality of these maladies. 
By hundreds of inoculations made in the years 
1831 to 1837, he finally ’proved that gonorrhea 
and syphilis were separate diseases. It was 
he also who distinguished between the hard 
and soft sore. It was not until 1879 that Neis- 
ser settled all speculation on the etiology of 
gonorrhea by his discovery of the gonococcus. 
The determination of the virus of syphilis 
(which had long been postulated and eagerly 
searched for) did not succeed until May, 1905, 
when Schaudinn and Hoffman discovered the 
spirocheta pallida, while working together in 
an effort to prove that the Cytoryctes luis of 
Siegal was the cause of syphilis. 

In the last twenty years, and still more, in 
the last ten years or so, great progress may be 
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recorded in the study and also in the amenabil- 
ity to treatment of these two principal venereal 
diseases. With the Wassermann reaction, a 
great help was afforded for the recognition of 
syphilis infection, which is the more important 
as the search for the spirochete very often 
is unsuccessful. The fact that the Wassermann 
test is not an absolutely positive guide either 
for the recognition or exclusion of syphilis, or 
for determining the success of treatment, does 
not justify its condemnation at the hands of 
the unthinking. Without a doubt, properly 
evaluated the Wassermann reaction is a very 
valuable agent. 


As for treatment, Ehrlich’s notable produc- 
tion of what he at first hoped to be a sterilisa- 
tio magna enabled us to take a further step 
forward, it being undoubted that the intensive 
arsenic treatment administered by means of 
arsphenamine and its modifications is of great 
assistance in destroying the syphilis infection 
within the body. Here, too, further studies 
and modifications were required and are still 
called for. Nevertheless, the problem of treat- 
ing syphilitic patients successfully is far less 
difficult today than it was even ten years ago. 


In the case of gonorrhea, the introduction 
of silver-salt solutions for irrigating the affected 
urethra has accomplished much. The success- 
ful administration of these remedies is lead- 
ing to even greater results since the adoption 
of colloidal silver preparations. 


Already before the war, but forwarded im- 
mensely through its experiences, the problem 
of popular education in the matter of venereal 
diseases has advanced so greatly that certain 
definite and beneficial results may be recog- 
nized. In the case of these maladies, the 
active and whole-hearted cooperation of the 
laity, of the public at large, is absolutely neces- 
sary, and, while much remains to be done in 
this respect, nevertheless, the outlook is more 
encouraging, we believe, than it was at any 
time in the past. 


There are many troubles which you can not cure 
by the Bible and the hymn-book, but which you can 
cure by a good perspiration and a breath of fresh 
air.— Beecher. 





VENEREAL-DISEASE STATISTICS 





It must be evident even to the layman, says 
a report published by the U. S. Public Health 
Service, that the damage done by venereal 
disease is enormous. Unfortunately, conceal- 
ment is so general that there is little depend- 
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able information yet available in regard to im- 
portant facts. 

For improvement in reporting cases and in 
giving the true causes of deaths, reliance must 
be had on the efforts of workers in the 
syphilis field. They must, says the Public 
Health Service, become missionaries in popu- 
larizing the reporting required by law. Half 
the physicians in the country have agreed to 
cooperate with the State Boards of Health in 
this respect and the great majority of the 
other half would fall in line if they were 
convinced that cooperation would protect their 
patients and that it was really wanted by the 
community. This would give much-desired in- 
formation as to the real prevalence of venereal 
diseases. 

Meanwhile, in order to acquire at least a 
part of this desired knowledge, the Public 
Health Service suggests that physicians, whose 
practice has brought them into contact with 
large numbers of syphilitic patients over long 
periods of time, might send to some central 
office the histories of their patients from the 
time of infection, through the period of treat- 
ment, to dismissal, either through death or 
clinical recovery. 

Possibly, says the Service, many physicians 
will be ready to turn over valuable accumulated 
material of this character. Army and Navy 
medical records should also be valuable, for 
both contain large numbers of records of the 
infection of personnel. Combined study of 
these should disclose the actual mortality from 
syphilis and the impairments, or sequelz, 
which have resulted from it. A large series 
of records might .conceivably show a fairly 
constant relationship between syphilitic infec- 
tion and aneurisms, locomotor ataxia, general 
paralysis, organic heart disease, and other con- 
ditions. For such a study, a large number of 
cases, widely distributed and checked up by 
statistical recuirements of age, sex, and race, 
would be necessary. The results should ul- 
timately permit a true measure of syphilis 
mortality to be obtained from the crude figures 
that are annually published. 


STUDY THE WHOLE, NOT A PART 
ONLY 





Speaking of arteriosclerosis, Dr. Louis Fau- 
geres Bishop declares correctly that the 
changes in the arteries must not be mistaken 
for the disease itself. Arteriosclerosis “is really 
a disease of the cells of the whole body, al- 
though the circulatory system (pervading 


every part of the body more than any other) 
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is the one that shows the most conspicuous 
result of the damage that really begins in the 
ultimate cells. This primarily is a perversion 
of function and what we really know about 
various kinds must be expressed in function.” 
(Bishop, “Arterial Sclerosis,” Oxford Medical 
Publications, 1921.) 

Doctor L. Duncan Bulkley has long since 
insisted, with equal justice, that the localized 
cancerous lesion, which is claimed by surgeons 
as belonging within their jurisdiction, does not 
constitute the whole of the cancer disease but 
that this implies a perverted body chemistry of 
the entire organism. 

Dentists and physicians are coming to the 
conclusion that pyorrhea is not a localized 
disease of the gums but the localized defect of 
a disturbance in the whole body. 

Over two hundred and forty years ago, 
Richard Morton, an English physician declared 
that “phthisis pulmonalis est consumptio totius 
corporis cum febre, a mala affectione, et ab 
ulceratione pulmonum tandem, originem du- 
cens,” and places the cause of pulmonary phthi- 
sis in a “totius massae sanguineae et spiritus 
nervosi prava dispositio.” 

Instances to the same effect could be multi- 
plied indefinitely. We are gradually returning 
in a modified way to a juster and more correct 
appreciation of what physicians used to desig- 
nate as “constitution.” That is to say, exclu- 
sively pathological views of the second half of 
the nineteenth century, which limited its study 
almost entirely to the end results, has now 
yielded the place to the study of perverted 
function, of pathological physiology, and at- 
tempts to trace back diseases to their earliest 
commencement, to those stages in which they 
do not as yet declare themselves in localized 
organic changes but in which certain functions 
merely have become irregular through the influ- 
ence of certain irritations. 

In the treatment of well-defined diseases 
associated with organic changes, also, it is real- 
ized that virtually no disease consists solely in 
that which can be found either on the autopsy 
table or after the removal of a part of the 
body during operation. It is appreciated that 
the entire body, the whole organism, neces- 
sarily must suffer under any injury in one of 
its parts and that the whole requires treatment 
fully as much as, if not more than, the part; 
indeed, very often a restoration of normal 
functions can, in time, bring about recovery 
from localized disease. 

This can be applied in various other direc- 
tions. In the case of infectious diseases, we 
have come to devote far more attention to 
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“predisposition”, to the “soil” in which the 
disease-germ is implanted. As was said in the 
parable of the sower, the soil must be suitable 
for the germ to germinate and develop. If 
the human organism is in perfectly normal and 
vigorous condition, it can be made to resist the 
disease-producing action of most germs unless 
the infection, is so massive as to overcome 
even the strongest natural immunity. 

A study of the normal organism and of 
slight functional disturbances will repay the 
physician manifold, as has been pointed out so 
insistently by Sir James MacKenzie, who main- 
tains that it is only in this manner and through 
the agency of the general practitioner that or- 
ganic diseases can be studied and elucidated in 
their first beginnings, at a time when the aber- 
rations from normal consist only in functional 
irregularities. 





The first point of wisdom is to discern that which is 
os the second, to know that which is true.—Lac- 
antius. 





HASTEN SLOWLY 





A street car is approaching the end of the 
cross-town line where it connects with the 
down-town line. For a block or two before 
it stops, people get up and crowd to the 
entrance. Each one wants to be the first to 
leave the car; each one wants to get ahead 
of the other. To wait one’s turn, remaining 
seated, would possibly entail the loss of half 
a minute. On the other hand, it might expe- 
dite the emptying of the car, because it would 
obviate crowding. However, nobody seems 
to think of that. Everybody wants to get 
there first. 

The same thing is observed on the elevated, 
in the subway, on railroad trains entering the 
terminal, on the ferry and, in short, in all pub- 
lic conveyances and carriers. 

On busy street corners, for instance, on 
Madison and State, foot passengers are sup- 
posed to await the signal of the crossing police- 
man, just as the carriages, automobiles and 
trucks are obliged to do. Yet, supposing the 
policeman gives the signal for north and south 
travel so that the east and west traffic is 
stopped, there are always some foolhardy foot 
passengers who venture to slip in between cars 
and trucks going north and south in order to 
cross the street in the east or west direction. 
Often, accidents cause them to lose time, health, 
money and even life. 

It is a peculiar phenomenon that the rapid 
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execution of some stunt that need not be diffi- 
cult in itself impresses many people as won- 
derful. Let an orchestra in the moving-picture 
theater play a march, or any other piece for 
that matter, at an extremely rapid rate and, 
no matter how badly the selection is rendered, 
or how punk it is, musically speaking, 
there will be a terrific applause, corresponding 
to the degree in which the closing clash rever- 
berated through the house. The other day, 
on a visit to one of Chicago’s most beautiful 
moving picture theaters, we suffered the inflic- 
tion of a solo on the xylophone (in our opinion, 
a most blatant and atrocious connivance—mainly 
for the reason that about sixty percent of the 
notes are out of tune). The xylophone me- 
chanic, it must be admitted, was very dexter- 
ous. He moved around as lively as a dancing 
master and, we assume, hit the keys that were 
intended to be hit (the discord was there just 
the same); but, what seemed to impress the 
discerning (?) audience was, the terrific veloc- 
ity of the performer; and, the mechanic was 
duly applauded. 


We doubt whether any other nation besides 
ours is so much and so persistently in a hurry. 
It is the same in all walks and conditions of 
life. This is one of the reasons why the get- 
rich - quick- Wallingfords flourish, why the 
Poncis are in clover and why so many people, 
who ought to know better, fritter away their 
hard-earned savings in fool speculations. 

It does not happen infrequently that a patient 
consults a physician for some condition that 
has existed for many months, and often years, 
and wants to be cured in a hurry. He is con- 
siderate if he expects to be relieved of his ail- 
ments in a few weeks. Usually he demands 
results in a few days. Likewise, after oper- 
ations that necessarily constitute a serious 
interference with the systemic functions, a 
complete recovery from which, or at least from 
the consequences of which, is possible only in 
the course of months, many patients complain 
bitterly if they do not feel perfectly well as 
soon as one month after the operation. They 
blame the surgeon for inability or neglect, they 
blame the nurse, their attending physician, 
everybody but their own foolish and unreason- 
ing hurry. 

It will be a good thing to remember and to 
impress upon our patients that chronic mala- 
dies require chronic treatment, that even sur- 
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gical operations for an old-established affection 
can only remove the localized evidence of the 
trouble, but that the organism requires time 
to adjust itself to the altered conditions and 
that it must learn to function in harmony after 
the injurious lesion has been removed. 

The ancients had a proverb, festina lente, 
which has come down to us almost literally in 
our “hasten slowly.” The German says, Eile 
mit Weile; the Spaniard enjoins you to andar 
despacio; the Italian, Chi va in fretta aspecta; 
the Frenchman, Boileau, has introduced 
Hatez-vous lentement, an expression that has 
become colloquial. 

Remember that. it is deliberate labor that 
makes for thoroughness; while flashy and hur- 
ried work is exceedingly likely to give poor 
results. 


It does not add to our happiness to bemoan facts, 
x ae, that are beyond our control.—H. 


TREATMENT OF DIABETES AND 
“BRIGHT’S DISEASE” 





“Tt is estimated that there are at the present 
time at least a million cases of diabetes in this 
country. It is probable that the number of 
nephritics is even greater. Consecuently, per- 
haps the most dangerous menace to life and 
health in America lies now in the prevalence 
of these insidious disorders the presence of 
which is rarely even suspected until the bas- 
tions of the body defenses have been under- 
mined.” 

Writing thus upon the subject mentioned in 
the title, Dr. Edwin F. Bowers (Med. Rev. of 
Rev., Jan.) considers it quite probable that 
failure to achieve a more definite progress in 
the treatment of Bright’s and diabetes is due, 
in considerable measure, to a misapprehension 
of the underlying causes of these diseases. 
Quite generally, it has been the accepted prac- 
tice to attack the symptoms—rather than the 
thing the symptoms represent. 

In diabetes, for instance, every effort is 
bent to keep the urine free from sugar, he 
says,—even though the last bearable degree of 
starvation be enforced for this purpose. This 
practice, persisted in over any considerable 
period, naturally depletes the system, so that a 
return to physiological norm is difficult, if 
not altogether impossible. 

Furthermore, it would, on the face of it, 
seem obvious that, to deprive a diabetic of all 
sugar-forming food, is no more likely to cure 
him of a disease—(one symptom of which is 




















the appearance of sugar in the urine)—than 
would depriving him of meat and all albumin- 
ous foods cure him of Bright’s disease—(one 
symptom of which is the appearance of albumin 
in the urine). And, as a matter of fact, it rarely 
does. 

In either instance, Doctor Bowers declares, 
the cause remains untouched and unchanged by 
the treatment. According to Prof. Wm. H. 
Porter, this cause is, insufficient oxydation and 
imperfect elimination of the end-products of 
proteid digestion. In other words, the incom- 
plete conversion and abnormal retention of 
products formed through putrefactive fermen- 
tation in the intestinal canal. 





According to Porter, incomplete oxydation of 
the proteids frequently result in either the 
uric-acid or the diabetic conditions, largely 
because of an excess of sugars, starches or 
fats in the diet. Much more oxygen is utilized 
to oxydize, or convert the proteid molecule 
into its end-products. On the other hand, the 
molecule of starch, sugar or fat requires far 
less oxygen for its complete reduction and the 
formation of end-products but it is oxidized so 
rapidly and in such large numbers, that there is 
not enough oxygen available to satisfy a mole- 
cule of proteid parentage. 





“Perhaps a slightly greater restriction in the 
use of starches may be required in the initial 
stages of the treatment of diabetes; but in a 
general way, what is effective in reducing the 
under-oxydation in nephritis is equally effec- 
tive in diabetes, gout, rheumatism, high blood- 
pressure, arteriosclerosis, intestinal indigestion, 
senility, and even in anemia, tuberculosis and 
other degenerative disorders.” 

Doctor Bowers refers to some very impor- 
tant work that has been done, quite independ- 
ently of Doctor Porter, by Dr. Ida M. San- 
born, of Chicago. Doctor Sanborn has, for a 
score of years, recorded an astonishing degree 
of success in clearing up all clinical evidence 
of diabetes and Bright’s disease, and, what is 
more, the patients remained well and some of 
them had applications for heavy life insurance 
passed upon favorably. The treatment that Doc- 
tor Sanborn employs consists of a combination 
of leptandrin, sodium sulphate, potassium phos- 
phate, sodium cacodylate, sodium bicarbonate, 
and capsicum, so adjusted and proportioned as 
to meet the wide range of pathological condi- 
tions that present, or the changes that may de- 
velop, during the progress of the treatment. 

It is obvious that the technic required for the 
intelligent application of this treatment is one 
that is acquired only after considerable expe- 
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rience, and after intensive training in the details 
of the methods involved. 

It is interesting to note that Doctor Sanborn 
has, for many years, advocated what Doctor 
Allen now consistently recommends—a reason- 
able amount of exercise for all diabetic patients 
able to take exercise. 

Fat is reduced and muscle tissues are built 
up by exercise. But, most of all, respiration is 
deepened, oxygenation is increased and oxida- 
tion-reduction enhanced by the influence of ex- 
ercise—for obvious reasons. 

Also, it may be interesting to know that Dr. 
Sanborn has found that, where it is necessary 
to restrict the patient temporarily to a starch- 
free diet, the ordinary gluten breads so gen- 
erally used are, if anything worse than white 
bread itself. r 

This experience of many years is borne out 
by the analyses of the Connecticut Agricultural 
Experiment Station, which has proved many 
gluten flours, recommended to diabetics in the 
fatuous belief that the products are starch-free, 
contain anywhere from four or five to seventy- 
seven or seventy-eight percent of starch, and 
that Caseoid and Lister’s Diabetic Flour are 
among the very few diabetic flours that are 
absolutely starchfree. 

When starch is contraindicated, it may be 
just as well for the physician to assure him- 
self that it is not present in the flour he recom- 
mends. 

While it must be admitted, Doctor Bowers 
concludes, that the ultimate causes of diabetes 
and Bright’s disease are still uncertain, the re- 
sults secured by Doctor Sanborn afford at 
least a reliable working basis since, by the cor- 
recting of under-oxydation in the proteid or 
carbohydrate metabolism, by assuring a com- 
plete oxydation of the ingested fcodstuffs, 
symptoms of disease have been removed last- 
ingly and the patient restored to health. 





We can only reach each other with sympathy—the 
biggest word among the three or four big words of 
the world.—John Wanamaker. 


DEALING WITH THE CRIME WAVE 

Several months ago, The New York Evening 
Post published an editorial on the subject given 
in the title, upon which our very good friend, 
Dr. Beverley Robinson, commented in part as 
follows. Doctor Robinson’s letter was pub- 
lished in the same daily paper for January 23. 
He says: 

“All prisoners should have discipline, as in 
the army or navy, but no cruelty and no cod- 
dling. They should have comfortable cells, 
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proper toilet facilities, good food, sufficient ex- 
ercise, healthful, occasional distractions, such as 
games or instructive, elevating shows, but above 
all plenty of work, with the best tools and 
proper, just compensation, pecuniarily, for their 
work, from which should be deducted enough 
to pay the State for their keep and to give a 
large proportion of what is over and above for 
the help or maintenance of wife or children. 
In all cases, enough money should be given the 
prisoner when he has served his time to enable 
him to go into the world again and get work, 
away from his former pals and the neighbor- 
hood where he committed his crime. 

“Every man should be taught a trade in the 
best possible way, so that he could make a 
living or secure a position without the neces- 
of a personal recommendation. All in- 
formers upon a man, who has been a convict 
and who is trying to reestablish himself as a 
good citizen, should be dealt with severely. 
These are usually blackmailers and are in my 
estimation of the lowest kind. Another thing, 
and this is most important: all house holders 
should have permission to have firearms, and 
it should be known that they are prepared and 
able to protect themselves in their homes and 
wherever they are exposed to attack by gang- 
sters. 

“The foregoing is not idle talk, but firm and 
reasoned conviction, after many years of knowl- 
edge of and contact with criminals. Women, 
and indeed men are well protected by carrying 
and using, if threatened or legitimately sus- 
picious, a watchman’s whistle. A woman has 
also a great protection in the use of her hat- 
pin. This is more dreaded even than a pistol, 
by hold-up men.” 

We are convinced that physicians are inti- 
mately and directly concerned in the problem 
of dealing with the crime wave and also in 
that of dealing with criminals while in jail or 
prison. It is for that reason that we have re- 
produced Doctor Robinson’s letter which we 
will let speak for itself. 


sity 


The emptiest man and the emptiest store are the 
most talkative-—John Wanamaker. 


THE DOCTOR'S WIFE 





A few weeks ago, one of our editors, in 
conversation with a physician’s wife, who is 
keenly interested in matters medical and who 
is herself a clever writer, described to her the 
changes that we have inaugurated in CLINICAL 
MEDICINE beginning with the January number. 
The three new departments were discussed 
particularly. 


The lady said, “Why don’t you 
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put in a department devoted to the doctor’s 
wife?” 

Our older subscribers will remember that, on 
repeated occasions, we have addressed ourselves 
to the doctor’s wife, believing, St. Paul to the 
contrary notwithstanding, that women may be 
heard publicly. As a matter of fact, these for- 
mer attempts of ours never were remarkably 
successful—possibly because we did not have a 
woman to edit the department; or because we 
ourselves were not qualified to edit it. 

Now, we are not at all adverse to having 
the doctor’s wife (collectively speaking) take 
an interest in CrintcAL Mepicine. Indeed, the 
many individual instances that have come to 
our attention and in which such an interest 
was keenly manifested were, and are, mighty 
pleasing. It amounts to just this, if the doc- 
tors’ wives would like to have space in CLIN- 
ICAL MEDICINE, let them say so. If we receive 
sufficient requests to that effect, we will try and 
make arrangements, perhaps, for a definite de- 
partment, perhaps, for occasional articles, as 
may seem most serviceable. 


THE WORK OF THE GENERAL 
PRACTITIONER 








A few weeks ago, Dr. John Dill Robertson, 
for seven years Commissioner of Health of the 
city of Chicago, resigned, for certain reasons 
that he outlined in detail in his letter of resig- 
nation directed to Mayor Thompson. 

In this letter, he showed some of the things 
that he was able to accomplish during his in- 
cumbency. Notable among these is the purifi- 
cation of the Chicago water supply, resulting in 
the lowest typhoid-fever incidence and typhoid- 
fever mortality of any large city in the world. 
The milk supply of Chicago was regulated so 
that, now, the danger of bacterial contamina- 
tion is almost negligible. The frequency of 
other infectious diseases has been reduced and 
various other results are recorded of which the 
former Commissioner of Health and the city of 
Chicago may justly be proud. 

On giving up his position, Doctor Robertson 
directed a circular letter to all physicians in the 
city of Chicago in which he made the following 
remarks that may well be pondered. 

“During the seven years I occupied that 
office, I kept ever in mind the fact that, in the 
last analy sis, three million people of the city 
of Chicago must look to their family phy- 
sicians for the protection of their health. Is 
it not the duty of every physician to look upon 
his patients as his especial charge, and to feel 
responsible for their health? Is it not his duty 
to see that they are vaccinated; to see that they 
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are prevented by the toxin-antitoxin method 
from getting diphtheria; to call them to his 
office from time to time and make a physical 
examination to ascertain if there is anything 
he can do to prevent impending disease? When 
this is done universally by medical men, pre- 
ventive medicine will be in the saddle and phy- 
sicians will be busy keeping people well. 

“Why should there be any difficulty in bring- 
ing this about? Is it not purely a matter of 
each physician educating his own patients to 
the proposition of disease prevention? No one 
denies that there should be at least an annual 
examination of every individual. The public 
is ready for such a move. Are the physicians? 

“Economically, this is a good plan for the 
physicians, and if it is adopted, the 5,000 phy- 
sicians of Chicago will have practically all of 
their time occupied; eventually there would not 
be a rush season and a season when there is 
little or nothing to do; this plan would make 
it possible for the physician to arrange his 
time so as to have a proper amount of leisure, 
and his income would be on an average, two 
or three times what it is at present. 


“It would also be more economical for the 
public and for industry. Statistics show an 
average of seventeen days’ absenteeism on 
account of sickness for such workers in in- 
dustry each year. This makes a tremendous 
loss for the industry if it pays for the time 
lost, or for the worker if he loses his salary 
during this period. People can afford to pay 
four or five times as much for being kept well 
as they can for treatment when they are sick. 
To sum up, physicians should get on the side 
of positive health; up to date, we have been 
on the negative side. When the medical pro- 
fession leads off in this direction, many of its 
troubles will disappear.” 


There are many croakers upon the edges of the 
lakes and creeks; there they sit croaking and croak- 
ing . they are only frogs after all—John Wan- 
amaker. 


CHAULMOOGRA OIL AND LEPROSY 





The U. S. Public Health Service has felt it 
necessary to prevent the too optimistic and 
extravagant claims recently appearing in the 
newspapers in regard to the curative effects 
of chaulmoogra-oil derivatives on leprosy. 
While the use of the oil and of its derivatives 
has resulted in a considerable number of ap- 
parent cures, it is as yet too soon to tell 
whether these will be permanent. 

The ethyl esters of chaulmoogra oil, the 
use of which has largely supplanted the oil 
itself, constitute a most valuable agent in the 
treatment of leprosy. In treating young per- 
sons and those in the early stages of the 
disease, the improvement has been rapid and 
striking; in older persons and older cases, it is 
less so. Of the cases paroled from the leprosy 
Stations in the Hawaiian Islands so far about 
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eight percent have relapsed and returned for 
treatment. This was to be expected. On the 
whole, the results have been so favorable as 
to make treatment of the disease hopeful. But 
only time can tell. 
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The other day, I stood at the corner near a 
school house, waiting for a car. Idly, I 
‘watched a crossing policeman piloting the 
youngsters across the street, stopping the lively 
traffic so as to enable the little ones to go to 
their school safely. Some of them he mo- 
tioned to go on, to others he reached out his 
hand and they trustingly placed theirs in it, 
walking with him to the other side of the 
street. 

It made me think. These children had evi- 
dently been told that they must trust the police- 
man, that he would help them and that he is 
their friend. How different from the silly habit 
of some mothers (and others) who threaten 
their unruly children that they will call the 
policeman and that he will lock them up in a 
dark prison. How different from my own boy- 
hood days, when the appearance of a blue-coat 
(the police seem to wear dark-blue uniforms 
all over the world, almost) was a signal for a 
general scramble centrifugally with regard to 
him. Near our house, there were the ruins of 
the old city-fortifications. They had been 
boarded up; but, did ever boards and fences 
prevent a lively boy from entering where he 
wished? It goes without saying that, when the 
policeman of the district found that we had in- 
vaded the old ruin, he had a lively chase for 
his pains, but without catching us. It is but 
natural that, on meeting a police officer, we 
boys had an uncomfortable sensation produced 
by a guilty conscience. 

The fear engendered in our minds by police- 
men who, in days gone by, were usually brusque 
and impatient, not chummy and friendly with 
the youngsters, as they are often found now, 
finds a parallel in the fear that children, brought 
up under the old discipline, felt for their par- 
ents, at least for their fathers. I do not re- 
member ever having been called into my fath- 
er’s study without a sinking sensation in the 
region—well, in the region where you feel it, 
and without a desperate questioning and won- 
dering which of my numerous transgressions 
had now been found out, and just how severe 
the punishment was going to be. Some pun- 
ishment was sure to be accorded, you may be 
certain. Not that we were unusually depraved 
children, even if our father was a clergyman; 
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but that he believed in the old-testamental dis- 
cipline and in the stern Calvinistic method of 
“raising” children without sparing the rod. 
When we see youngsters who are chummy 
with their fathers, who go to them unhesitat- 
ingly and discuss with them all possible prob- 
lems, the modern view, according to which the 
child is considered as a reasoning entity whose 
opinions should be respected, even though they 
need training and development, is shown to be 
manifestly superior. 

I do not think that the fear felt by many 
children in olden times for their fathers was 
solely and entirely due to a consciousness of 
numerous transgressions; even more was a 
want of sympathy and of understanding re- 
sponsible for it. 

The evil consequences of this method (if 
you want to call it a method) of education can 
hardly be realized by one who has not experi- 
enced it. Fear was felt of all persons in 
authority, especially of the teachers whom one 
approached with trembling and whom one pre- 
ferred not to approach at all unless absolutely 
necessary. This naturally prevented and pre- 
cluded independent thought and, therefore, a 
proper unfolding of the reasoning capacity. 
Closely associated with it was the unreason- 
ing deference to authority with its deadening 
and stultifying influence upon the developing 
mind. Hence, a late mental maturity and a, 
very natural, feeling of rebellion against au- 
thority and dogma. 

We are prone to complain impatiently that, 
in this age of child study, the youngsters are 
deferred to too much and that the rights of the 
grownups are lost sight of altogether. It is 
but natural that changing customs cause more 
or less disturbance and, yet, we can not but 
prefer even an excess of attention being paid 
to the children to the deliberate suppression 
that was accorded to them in days gone by. 

Occasionally, physicians suffer and, through 
them, even more their patients, through an un- 
justified fear that has been engendered in the 
children’s minds by their foolish mothers (or 
others) who place the doctor in a class with 
the policeman, threatening the naughty children 
that the doctor would be called and would take 
them away in his black satchel, or would cut 
them up or do some equally outrageous thing to 
them. The consequence is, of course, that, 
when such a child does become ill and the doc- 
tor is called, he finds great difficulty in gaining 
the little patient’s confidence and trust and in 
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persuading the child that he is not an ogre but 
wishes to be of service. 

To gain the trust and to overcome the fear 
of children may be difficult, but it repays the 
doctor many times. It makes me proud every 
time I enter one of my old families to have 
the youngsters call out their cheery hello and 
climb on my lap and want to be shown the 
contents of my satchel. It fills me with a 
rather wholesome humility when I find that 
the children trust me so absolutely, even when 
I tell them that I am obliged to hurt them 
a little bit. It is a serious matter to make 
children afraid of us. It is something for 
which the responsibility is not easy to bear. 

Fear is demoralizing, stultifying, even de- 
praving. It should be counteracted deliberately 
and wisely; and, in its place should be fostered 
confidence. For, confidence begets courage. 
The fearful child is handicapped when enter- 
ing life’s battle; the confident, courageous 
young man and young woman (made so 
through wise training) are able to take up their 
work with far better chances of success. 


Let us be citizens first, and not merely bankers, 
lawyers, doctors, merchants and manufacturers.—John 
Wanamaker. 


THE INTERNAL USE OF DENA- 
TURED ALCOHOL 





We are informed that a regulation is being 
considered by the Secretary of the Treasury, 
either permitting or requiring the use of 
denatured alcohol in the manufacture of in- 
ternal medicines. A,permissive regulation, it 
can readily be seen, will mean, in practice, the 
universal use of denatured alcohol by manu- 
facturing pharmacists. 

Such a regulation, it seems, has already been 
drawn up and is now upon the desk of the 
Secretary of the Treasury, awaiting his ap- 
proval or disapproval. It is to be hoped sin- 
cerely that the Secretary of the Treasury will 
not sanction this regulation, for the reason 
that the use of especially denatured or pre- 
medicated alcohol in medicines for internal 
administration must be condemned absolutely. 

Physicians are urged to write to Secretary 
of the Treasury, the Honorable Andrew W. 
Mellon, Washington, D. C., and also to their 
representatives in Congress protesting against 
the issuance of such a regulation. 

Read in this connection the article on page 
304 of this issue. 
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The Arsphenamine Treatment of Syphilis* 


By E. A. FISCHKIN, 


M. D., Chicago, Illinois 


EDITORIAL COMMENT.—It is unfortunate that, in the popular opinion and, even in the 
minds of many physicians, the erroneous view is entertained that the arsphenamines, popularly 
designated as “606,” constitute an absolute and unfailingly rapid cure for syphilis; and, worse 
yet, that a single “shot” of one of these preparations will bring about the definite cessation of 


the syphilitic progress. Doctor Fischkin, who 


has had a wide experience in the treatment of 


syphilis, according to the old methods of mercury and iodine treatment, and also by means of the 
arsphenamines, contributes, in the following, a remarkably instructive paper in which the value 
of the arsphenamines is elaborated justly and conservatively. Incidentally, Doctor Fischkin’s dis- 


cussion of the Wassermann reaction will prove 


instructive to many readers — those who deny 


that it possesses any merit at all and those who accept the results of a Wassermann test blindly. 


Doctor Fischkin’s article should be studied (not 


HE great theoretical advancements, which 

have been made in the last ten or fifteen 
years in the domain of syphilis, have enlarged 
and deepened our knowledge of the disease 
and our understanding of its etiology and bi- 
ology, and have shown us new ways of treat- 
ment which seemed in the beginning to be so 
simple, so clear and so certain, but which have 
lost a great deal of its certainty the more we 
have used them and the more experience we 
have accumulated about them. 


Were I to give you an exposition of the 
present scientific position, I could not accom- 
plish it in the half hour allotted to me, for, 
there is a whole library written on the modern 
teachings of syphilis. Such an exposition would 
have been but uncertain and problematic, for 
the whole literature on the subject is as yet 
confused and unsettled. I will, therefore, con- 
fine myself to my own personal experience and 
to the impressions I have gained in the last 
few years, while working with the new meth- 
ods of treatment. 

In the first place, we may ask ourselves, 
“Have we really made practical progress in 
the treatment?” Comparing our results of 
arsphenamine treatment with the results of 
the pre-arsphenamine period, we may ask, 
“Have we more certain cures now than we had 
before?” And, if we do, what phases of the 
disease have benefited through our new 
method? I hesitate to make a general state- 
ment, but one thing I can say with certainty— 


“Read at the Conference of the Norwegian-American 
Hospital, October 26, 1921. 





merely read) and its lessons taken to heart. 


we have unmistakably succeeded in curing 
syphilis in the primary stage in a way that we 
have never done before. 


Early Treatment of Syphilis Now Possible 


As you all know, it was formerly the gen- 
eral conviction and experience of syphilologists 
that it is useless to attack syphilis before the 
appearance of secondary symptoms. In fact, 
it was claimed, and it was believed to be sub- 
stantiated by experience, that syphilis treated 
in the primary stage turns out to be more 
malignant than if not treated at all. It was 
taught that, once the germ of syphilis entered 
the blood or the lymphatics, there is no salva- 
tion for the patient before the syphilis becomes 
constitutional. 

This gain we have decidedly made, thanks 
to Ehrlich and his methods. We now can 
eradicate syphilis completely before the ap- 
pearance of the secondaries, where we could 
never do it before. 

Case 1. Man, forty years old, exposed him- 
self four weeks previous to consultation, which 
took place February 8, 1920. A week after ex- 
posure, he noticed a pimple on the sulcus which 
developed into an ulcus. Two weeks later, an 
inguinal bubo of pigeon-egg size, slightly pain- 
ful. The looks of the ulcer, as well as the 
bubo, gave me the impression of chancre mi-xte. 
Laboratory examination: Wassermann nega- 
tive; spirochetes positive. February 13, I gave 
him a neoarsphenamine injection of 0.6 Gm. 
jy gi 17, a neoarsphenamine injection of 

9 Gm. There was a redness around the point 
CF injection and pain in the arm. The redness 
disappeared in twelve hours. February 22, a 
neoarsphenamine injection of 0.9 Gm., which, 
unfortunately, went outside of the vein to con- 











248 LEADING ARTICLES 


siderable extent (the man was very stout, 
weighing 280 pounds, and the veins absolutely 
invisible and impalpable). He had an infil- 
tration of the arm which lasted for many weeks, 
fortunately without further consequence. He 
had only these three injections of neoarsphena- 
mine. His subjective symptoms, like feeling of 
chills in the spinal region and headaches, had 
quickly disappeared. The chancre healed up on 
local treatment, the bubo on pressure and mer- 
curials. The secondaries have never come out. 
I meet him frequently on the street and he tells 
me that he feels perfectly well and has never 
noticed any more symptoms. Wassermann neg- 
ative. 

Case 2. Boy, twenty-one years old, came to 
me, August 4, 1920, with a distinct chancre of 
the glans of about two weeks’ duration. No 
adenopathy. No roseola. Chancre was typical. 
Laboratory examination: Spirochetes positive; 
Wassermann negative. I put him immediately 
on neoarsphenamine treatment. He had six in- 
jections within three weeks of 0.6 Gm. of neo- 
arsphenamines, with the addition of five weeks’ 
inunction treatment. There was only a slight 
adenopathy which soon disappeared. Secon- 
daries never came out and the Wassermann 
was repeatedly negative. 

These are the most favorable cases, and here 
we can decidedly speak of the triumph of 
arsphenamine treatment. It is here that Ehr- 
lich’s claim of a Therapia Sterilisans Magna 
came true. And, as it is now known, Ehrlich 
applied the meaning of these words only to 
such early primary stages. 


But, even in cases in which the Wassermann 
reaction was already positive, I have seen bril- 
liant results with the salvarsan treatment—re- 
sults never experienced in the pre-arsphena- 
mine period. 


Case 3. Young man, twenty-eight years old, 
referred by Dr. Gethner March 5, 1921, had a 
chancre and adenopathy; no roseola. Wasser- 
mann four-plus. I treated him with silver- 
arsphenamine from March 8 to 26. He had 
six injections of 0.1 Gm. silver-arsphenamine. 
April 2, Wassermann still four-plus. No secon- 
daries. From April 5 to April 26, I gave him 
seven injections of silver-arsphenamine, 0.2 Gm. 
Wassermann 1-plus. From May 1 to May 14, 
four injections of silver-arsphenamine, 0.2 Gm. 
Mav 20, Wassermann negative. The second- 
aries never came out. 

Case 4. A young doctor, twenty-five years 
old, came to me, March 31, 1920, with a dis- 
tinct syphilitic roseola, syphilitic pharyngitis 
and submaxillary glands. He was stunned 
when I told him that he has a syphilitic roseola ; 
for, he claimed, he had never exposed himself. 
However, on my being certain of the diagnosis, 
he recollected having had a slight irritation, 
probably a sore, in his nose and having treated 
a syphilitic woman previously. Laboratory ex- 
amination: Wassermann 4-plus. From April 
3, 1920 to April 31, he had four injections of 
0.6 and two of 0.75 Gm. of neoarsphenamine. 
May 6, Wassermann 2-plus. From May 10, 
to ‘June 26, he had thirteen injections of neo- 


April, 1922 


arsphenamine, 0.75 Gm. July 12, Wassermann 
l-plus. From July 12, to September 2, he had 
thirteen injections of 0.75 Gm. of neoarsphena- 
mine. He went to a different laboratory, 
Wassermann I-plus. He went again to the 
first laboratory, Wassermann negative. Sec- 
ondaries never came out. I meet him frequently 
and he has since had several negative Wasser- 
mann’s and never shows any alarming symp- 
toms. 

These cases illustrate, I believe, the now 
generally accepted fact that primary syphilis, 
before the appearance of the positive Wasser- 
mann, is absolutely curable; that arsphenamine 
treatment in this stage may be regarded as a 
safe’ abortive treatment; and that the sec- 
ondaries can be checked with intensive ar- 
sphenamine treatment. But, it is not always 
possible to ascertain the diagnosis by positive 
spirochete findings; in fact, it is impossible 
when the ulcer has been treated with mercu- 
rials or caustics. How shall we proceed in 
these cases? Many authorities advise the use 
of arsphenamine in all suspected ulcers and 
without regard to the spirochete findings. In 
my opinion, this attitude is justifiable in those 
cases where the clinical appearance of the 
ulcer shows the symptoms of syphilis, espe- 
cially if associated with typical adenopathy. 

Case 5. Dr. Heinen’s case: A young woman, 
thirty-two years of age, a divorcee, exposed 
four weeks previous to consultation. Two 
weeks after exposure, an ulceration, size of 
penny, appeared at the introitus. A few days 
later, two or three smaller ulcerations appeared 
at the commissure and perineum. Two weeks 
later, an indolent chain of inguinal glands on 
both sides. The chronological appearance cf 
the symptoms and the typical feeling of indura- 
tion of the chancres and glands induced me to 
suspect syphilis. The doctor had treated her 
all the time by different caustics. Laboratory 
examination for spirochetes and Wassermann 
both negative. Still, I advised arsphenamine 
treatment, of which she had three injections of 
silver-arsphenamine, 0.1 and 0.1 and 0.2 Gm., 
respectively, combined with mercuric inunc- 
tions. S.condaries never appeared. 


The Wassermann Reaction 

I have not the slightest intention to belittle 
in any way the importance of this reaction. It 
is a great help to us in the diagnosis, as well 
as an indicator in the treatment of syphilis. 
But, I can not escape the impression that the 
importance of the Wassermann is greatly ex- 
aggerated by the general medical profession. 
It is all right to rely upon the Wassermann for 
the diagnoses of doubtful cases, but it is abso- 
lutely senseless to depend upon the test in cases 
with unmistakable symptoms of syphilis. The 
reaction is still a very complicated process, as 
yet not clearly understood. Its outcome is de- 
pendent on a combination of factors, many of 
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which are beyond our control. In cases where 
I see absolutely unmistakable symptoms of 
syphilis, I very often ignore contradictory 
findings of the Wassermann reaction. To il- 
lustrate : 


Case 6. A man, representing himself as a 
rich manufacturer brought me one of his office 
employees, in whom he claimed to take a chari- 
table interest, with ulcerated tertiary syphilis. 
He showed a very tender, fatherly interest in 
her, coming together with her, each time, to the 
office. One day, badly frightened, he showed 
me a report of the laboratory stating that his 
Wassermann test read 3-plus, and an eruption 
on his chest and extremities, which his doctor 
in one of the suburbs diagnosed as syphilis, 
substantiating his diagnosis by the Wassermann 
test. I saw a unmistakable eruption of pity- 
riasis rosea. I pacified him, assuring him that 
the eruption was not syphilitic and sent him to 
a reliable laboratory. 

The Wassermann was negative, and the erup- 
tion disappeared a short time after appropriate 
treatment had been instituted. You have your- 
selves, undoubtedly, had the experience of con- 
tradictory reports made by different labora- 
tories, and I say unhesitatingly that, in case of 
unmistakable symptoms, I trust my eye more 
than laboratory reports. 


Case 7. Dr. Hollie’s case. A woman, 
twenty-seven years of age, had, for the last 
eighteen months, an ulcer of the arm, about 
two inches in diameter, which did not respond 
to treatment by several physicians. Wasser- 
mann tests were made repeatedly and showed 
negative. For this reason, Doctor Hollie re- 
ferred her to me. I saw a typical tertiary 
circinate syphilitic ulcer and, though the lab- 
oratory to which I sent her for a Wassermann 
test reported a negative reaction, I disregarded 
the report and put her on antisyphilitic treat- 
ment. In four weeks, the ulcer had completely 
cicatrized. 

In other cases, the Wassermann reaction is 
absolutely necessary and is the only decisive 
factor in ascertaining the diagnosis of syph- 
ilis. For an illustration, I relate the following 
case: 

Case 8. A child, six years old, with inter- 
stitial keratitis, was brought to Doctor Fowler, 
who invited me to examine the case with him. 
The child began suffering with her eyes some 
two years previously, and was for a long time 
going to an ophthalmologist in a neighboring 
town who had quite a reputation and a large 
practice. His treatment was purely local and, 
during all this time, the child was growing 
from bad to worse. When we saw her, she 
was suffering from extreme photophobia, irrita- 
bility of the eyes, considerable conjunctivitis 
with distinct large opaque spots on the cornea, 
I could not account for it why that ophthal- 
mologist did not consider syphilis, but this 
diagnosis we considered the most plausible in 
the case. We sent the parents, as well as the 
child, to the laboratory and the report was 
strongly positive in all of them. Doctor 
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Fowler left the treatment of the child to me. 
As intravenous medication was practically out 
of the question, on account of the smallness of 
the veins, I used intramuscular injections of 
neoarsphenamine in conjunction with mercurial 
inunctions. From August 16, to September 22, 
six intramuscular injections of 0.15 Gm. neo- 
arsphenamine, and daily inunctions of one- 
half package of calomelettes. During this 
time, the child was rapidly improving so that, 
at the end of the treatment, the eyes were per- 
fectly clear and the vision was normal. With 
the next fall term, the child was able to attend 
the public school. 


Case 9. A man, fifty years of age, telegraph- 
er, was referred to me by Dr. Emil Ries. Had 
suffered for the last few years with pain in his 
lower legs, and with a relapsing, cutaneous 
papular eruption on the legs which somewhat 
resembled syphilitic papules, without being typ- 
ical. The tibia showed partial thickening which 
was sensitive. Laboratory examination: Was- 
sermann, 4-plus. I put him on inunctions and 
K. I. From June 20, to September 11, he had 
eleven intravenous injections of 0.75 Gm. neoar- 
sphenamine. At the end of the treatment, his 
Wassermann was negative and the subjective 
symptoms had all disappeared. 


The Treatment of Syphilis 


The question which is of highest importance 
to all of us, and which is put to us frequently 
by the general practitioner, is, “How shall we 
treat syphilis? What methods shall we employ 
to attain the quickest and the most satisfactory 
results?” With all the gratifying experience 
of the arsphenamine treatment, I have not 
abandoned the old methods. I always combine 
arsphenamine with mercury in the primary and 
early secondary stages, and with iodides in the 
tertiary stages. I will not dwell upon the use 
of mercurials and iodides as that is old history 
and known to all of you; but I will mention 
that, of the newer preparations, I use calomel- 
ettes for inunction on account of its white 
color, lack of odor, and quicker absorption. 
For intramuscular injections, I use the bi- 
chloride capsules put into the market by the 
Metz Laboratories, which they call Collapsules 
and which have the advantage of being less 
painful and of producing less infiltration. It 
goes without saying that all the other mer- 
curial preparations will render good service. It 
may be self-understood that the combination of 
the two methods can not always be used in a 
routine way—that we have to discriminate and 
to individualize. In a case, for instance, of 
syphilitic iritis as the only symptom of second- 
ary syphilis, or in combination with a maculo- 
papular eruption, I would hesitate to use 
arsphenamine, and would start the treatment 
with mercurials only. The same would apply to 
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cases with involvement of the acusticus (deaf- 
ness and ringing of the ear). 
Arsphenamine Reaction 

How intense and energetic the action of 
arsphenamine is, can be judged by every prac- 
titioner at the administration of the first in- 
jection in the secondary stage of the disease. 
Almost all of them are associated with some 
elevation of temperature (spirilla fever) and 
more or less nervous and cardiac reaction, 
which, fortunately, passes away very quickly. 
That arsphenamine is not an indifferent remedy 
and may be associated with very grave dangers, 
you know from the fatal accidents reported in 
the first years of its use. 

The untoward symptoms of the arsphenamine 
reaction may be divided into (1) immediate, 
(2) early, and (3) late: (1) The immediate 
symptoms may be due, sometimes, to a faulty 
technic, as, infiltration of arsphenamine solu- 
tion into the tissues outside of the vein, which 
is manifested immediately by local pain and 
hyperemia or swelling around the point of in- 
jection. The chief toxic reactions observed 
during, or immediately after, the injection, are 
epigastric sensations, palpitation of the heart, 
nausea (sometimes associated with vomiting), 
sensations of pain in the region of the neck, 
conjunctival congestion, the smell of ether or 
garlic during the injection, and sometimes 
edema of the lower lip. (2) The early symp- 
toms, two or three days after the injection, are 
sometimes, headache, diarrhea, irregular pulse, 
temperature; sometimes, icterus, albuminuria, 
and various skin eruptions mostly of an urti- 
carial type. (3) The late symptoms are, per- 
sistent fever, headache, anemia, nervous de- 
pression, cardiac trouble, gastrointestinal trou- 
ble, exfoliative dermatitis of the skin, persist- 
ent icterus, and, finally, meningitis. Personally, 
I was very fortunate in having been spared 
grave or fatal accidents in all the hundreds of 
injections which I have made in the last years. 
Very frequently, I have encountered a mild 
early reaction right after injection; like, flush- 
ing of face, slight feeling of nausea and even 
vomiting. But, these usually passed away with- 
out any consequence, by letting the patient lie 
in the horizontal position for some time after 
the injection. Two or three times, I have en- 
countered accidents of a more serious nature 
in the form of severe anemia, alarming retard- 
ation of the pulse, and loss of consciousness for 
a few seconds. They all subsided quickly with 
the lowering of the head in the horizontal po- 
sition and the subcutaneous injection of adren- 
alin. These symptoms were due, undoubtedly, 
to the toxic effect of the arsphenamine which 
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was given in large doses (0.9 Gm. arsphena- 
mine) and it has made me now more discrim- 
inating in the use of these large doses. Twice 
I have encountered alarming effects after 
medium doses administered to women, both of 
them happening on two succeeding days (al- 
most complete collapse right after injection). 

At first, I had attributed it to the toxicity of 
the neoarsphenamine preparation I had then 
used; but, considering the fact that ampules of 
the same package were used by me in other 
cases without accidents, I was induced to search 
further and found the cause in the needle being 
loosened from its holder and, apparently, there 
was a minute air embolus (a particle of air 
drawn in during the injection, reaching the 
brain as an air embolus). Fortunately, the 
trouble abated without any consequence. Twice 
I have seen exfoliative dermatitis of a severe 
kind in women who were treated elsewhere. 
The attending doctors consulted me for the 
skin eruption, which I recognized as a toxic 
exfoliative dermatitis due to arsphenamine. 
This universal exfoliative dermatitis is of a 
severe nature, lasts many weeks and months, 
and requires a very attentive treatment as it 
may be the cause of fatal intercurrent diseases 
like pneumonia and sepsis. 

Efficiency of Arsphenamine 

Before I begin the discussion of the different 
arsphenamine preparations, I want to say a 
few words as to the efficiency of the treatment. 
There are pessimists and optimists in all ques- 
tions of life. There exist corresponding and 
completely contradictory views as to the use of 
arsphenamine in syphilis. Without being pes- 
simistic myself, I want to raise a sound of 
warning against the extravagant optimism 
aroused in the public by irresponsible prom- 
ises of some medical practitioners—a condi- 
tion which makes it extremely difficult to in- 
telligently and honestly manage the treatment 
of syphilis in the majority of cases. A patient 
comes to you with a florid papular eruption of 
secondary syphilis, perhaps of three to five 
months’ duration, or with ulcerated tubercular 
syphilides of the tertiary period, and expects 
to be cured of his syphilis by the employment 
of the wonderful new remedy of which he has 
heard. If you tell him that he has to undergo 
a long series of injections and that he will 
probably have to repeat the series of treatment 
several times in the course of the next years, 
he looks upon it as an extortion, for someone 
promised him a safe cure “with two or three 
shots of 606.” Even with patients intelligent 
enough to grasp the situation and not to sus- 
pect in you any egotistic motives, it requires a 
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great deal of tact and diplomacy to keep up 
their courage and not have them depressed by 
the outlook of a long treatment. 


Arsphenamine Preparations 

Of the arsphenamine preparations concerning 
which I am entitled to talk by my own expe- 
rience. I will mention the old arsphenamine, 
the neoarsphenamine and the silver arsphena- 
mine which has only recently been put on the 
market. Most of you know through experience 
the use of old arsphenamine. While it is 
claimed that it gives more lasting results 
through possessing a deeper penetration, its 
use is now practically abandoned on account of 
its greater toxicity, its more difficult solubility, 
the larger volume of water it recuires for in- 
travenous injection, the dangers associated with 
it, and the generally more difficult procedure in 
its administration, a larger needle being neces- 
sary for the great volume of fluid injected and, 
therefore, the difficulty of administration in 
patients with small veins. For the last three 
years, I have used almost exclusively the neo- 
arsphenamine. The following histories may 
illustrate the value of the preparation. 

Case 10. Mrs. L. Early secondaries. Was- 
sermann reaction, 4-plus. From November 9, 
1920, to November 30, 1920, five injections of 
0.45 Gm. neoarsphenamine. December 2, 1920, 
W. R., 1-plus. From December 4, to December 
23, seven injections of neoarsphenamine, 0.6 Gm. 
December 28, W. negative. Eruption 
cleared. ’ 

Case 11. Mr. M. Early secondaries. W. R., 
3-plus. From April 10, 1919 to April 30, two 
injections of 0.75 Gm. and two injections of 
0.9 Gm. neoarsphenamine. May 3, 1919, W. R., 
l-plus. From May 7, to May 28, four injec- 
tions of 0.9 Gm. neoarsphenamine. June 2, 
1919, W. R., negative. Eruption cleared. 

Case 12. Mr. S. Doctor Gethner’s case: 
Had an ulcus and secondaries eighteen months 
ago. Had five arsphenamine injections and 
several weeks of inunction. W. R., according 
to his statement, was, at that time, negative. 
In November, 1919, his W. R. was 4-plus. 
From November 13, 1919, to December 27, he 
had four injections of 0.75 Gm. and three of 
0.9 Gm. neoarsphenamine. From January 2, 
1920, to April 10, 1920, he had three injections 
of 0.75 Gm. and eight of 0.9 Gm. neoarsphena- 
mine. W. R. negative. 

Case 13. Mr. B.  Ulcerated circinate 
syphilides of the leg. W. R., 3-plus. From 
March 15, 1920 to March 28, four injections of 
0.75 Gm. neoarsphenamine. April 2, to April 
15, five injections of 0.9 Gm. neoarsphenamine. 
The eruption disappeared but W. R., 1-plus. 

Case 14. Mrs. S. Doctor Heym’s case. 
Syphilitic scaly eruptions of the palms of both 
hands which did not yield to treatment. April 
4, 1921, to September 19, 1921, seven injections 
of 0.3 Gm. and some 0.6 Gm. neoarsphenamine. 
The palms perfectly clear, but W. k., 2-plus. 

Case 15. Mr. M. Ulcerated circinate 


ARSPHENAMINE TREATMENT OF SYPHILIS 


syphilides of the scalp of many years’ duration. 
W. R., 4plus. October 23, 1920 to November 
22, eight injections of 0.75 Gm. neoarsphena- 
mine. Lesions perfectly healed, but W. R., 4- 
plus. December 6 to 30, five injections of 0.75 
Gm. neoarsphenamine. W. R., 3-plus. 

Case 16. Mrs. B. Doctor Fowler’s case: 
Twenty-seven years old, married three years, 
two miscarriages, in the third and fourth 
month, respectively, of pregnancy. Five years 
ago, she had a chancre of the lip and received 
at that time two injections of arsphenamine and 
twenty-four intramuscular mercury injections. 
For the last five weeks, she missed her menses 
and, suspecting pregnancy, she came for anti- 
syphilitic treatment. W. R., 3-plus. March 
10, 1920 to April 28, she had six injections of 
0.6 Gm. neoarsphenamine and two injections of 
0.75 Gm. W. R., 3-plus. Two weeks later 
she aborted. May 22, to July 17, three injec- 
tions of 0.6 Gm. and seven injections of 0.75 
Gm. neoarsphenamine. July 30, W. R., 2-plus. 
July 21, 1920 to September 18, three injections 
of 0.6 Gm. and nine injections of 0.75 Gm. 
neoarsphenamine. October 2, W. R., negative. 
December 30, 1920, she went to another labora- 
tory which stated W. R., 4plus. January 10, 
1921, returned to the old laboratory W. R., 1- 
plus. January 11, to February 26, 1921, she 
had four injections of 0.6 Gm. and eight in- 
jections of 0.75 Gm. neoarsphenamine. April 
11, 1921, W. R., negative. September 5, 1921, 
W. R.,, negative. February 4, 1922, W. R,, 


negative. 
Case 17. Mr. C. Doctor Moldenhauer’s 
case: Large circinate syphilides on neck and 


shoulders, duration four years. Gives history 
of repeated negative Wassermann reactions 
and is not conscious of any syphilitic infection. 
Married four years; marriage sterile. July 6, 
1921, W. R., negative; one injection of 0.6 Gm. 
neoarsphenamine, provocative. July 15, W. R., 
3-plus. July 18, 1920, to October 23, 1920, he 
had ten injections of 0.75 Gm. neoarsphenamine 
with K. I. internally. Syphilides perfectly 
healed, W. R., 2-plus. 

Case 18. Mrs. L. Nurse, 24 years of age, 
came to me May 31, 1919. Three years ago, 
she had a pharyngitis and laryngitis luetica fol- 
lowed by secondaries. At that time, she had 
three arsphenamine injections and some pills 
and inunctions. Since last March, she showed 
a circinate roseola of the extremities. June 2, 
to July 5, 1919, four injections of neoarsphena- 
mine 0.6 Gm. September 30, 1919, W. R., 4. 
plus. October 4, to November 8, 1919, she had 
thre injections of 0.6 Gm., two injections of 
0.75 Gm., and one injection of 0.9 Gm. neoars- 
phenamine. W. R., 2-plus. December 23, 
1919 to March 6, 1920, she had eight injections 
of 0.75 Gm. March 15, 1920, W. R., negative 
for blood; spinal fluid Wassermann, negative; 
globulin test negative, and normal cell count. 
August 3, 1920, blood: W. R. was again 1- 
plus. Ignoring that, I did not renew treat- 
ment, but on October 23, 1920, W. R. was 2- 
plus. November 1, 1920 to November 27, six 
injections of 0.6 Gm. neoarsphenamine. Decem- 
ber 4, to December 11, 1920, three injections of 
0.6 Gm. January 18, 1921, to January 29, 1921, 
three injections of 0.6 Gm. ge ang re 
February 1, to February 8, 1921, three injec- 


251 















252 l 


uons of 0.75 Gm. ag ga March 21, 
1921, W. R., negative. May 15, 1921, W. R., 


negative. July 20, 1921, R., negative. 
February 6, 1922, W. R., negative. 

Case 19. Mrs. a Doctor Gethner’s case: 
Thirty-three years of age. General adenopathy, 
destruction of uvula and posterior part of 
palate. Married eight years, marriage sterile. 
June 9, to August 17, 1920, ten injections of 
06 Gm. neoarsphenamine. W. R, 2-plus. 
November 9, to December 20, 1920, five in- 
jections of 0.6 Gm. neoarsphenamine. Febru- 
ary 19, 1921, W. R., 1-plus. February 20, to 
March 26, 1921, seven injections of 0.6 Gm. 
neoarsphenamine, May 5, 1921, W. R., nega- 
tive. 

Case 20. Mrs. S. Fifty-four years of age. 
Both sides of the condyle of the right leg show 
hard infiltration of bluish color, four by five 
inches wide, with numerous one ulcerations 
distinctly syphilitic. W. R. 4-plus. August 
24, to October 9, 1920, she had eight injections 
of 0.75 Gm. neoarsphenamine with K. I. in- 
ternally. Syphilitic lesions perfectly healed, but 
W. R. still 4-plus. 

Case 21. Mr. B. Doctor Eagan’s case: Cir- 
cinate tertiary syphilides of buttocks. W. R., 
3-plus. March 15, to April 15, 1920, four in- 
jections of 0.75 Gm., and five injections of 0.9 
Gm. neoarsphenamine with inunctions of mer- 
cury and K. I. internally. Lesions perfectly 
healed but W. R., 1-plus. 

Case 22. Miss L. Doctor Meling’s case: 
Eighteen years of age. Came over two months 
ago from Denmark. Two weeks after arrival, 
typical maculopapular eruption with crowded 
mucous patches of tongue. August 4, to August 
8, 1921, two intravenous injections of 0.3 Gm. 
neoarsphenamine. After the latter date, it was 
entirely impossible to find suitable veins for 
injection and I was compelled to use neoars- 
phenamine intramuscularly. August 12, to Sep- 
tember 16, 1921, she had ten intramusuclar in- 
jections of 0.45 Gm., and two injections of 0.6 
Gm. neoarsphenamine. She stood them with- 
out any particular pain and only slight indura- 
tion. At the same time, she had daily inunc- 
tions of calomelettes. September 21, 1921, the 
eruption practically disappeared, leaving only 
pigmentation, and the W. R. was negative. 

From an analysis of these cases, we can 
draw the deduction that it requires at least 
twenty-five or thirty injections in favorable 
cases of the earlier secondary, or latent syph- 
ilis to attain a negative Wassermann reaction; 
that in no case does a negative W. R. indicate 
a lasting cure; that relapses to the positive 
Wassermann may be expected; and that in 
tertiary syphilis it is almost hopeless to attain 
a negative Wassermann with the administration 
of two or three series of injections; that the 
most brilliant results are obtained by the ar- 
sphenamine treatment in the primary stage of 
syphilis, and here we often attain a complete 
sterilizing effect, a Therapia Sterilisans Magna; 
that in cases where we can not make intra- 
venous injections, we may resort to intramus- 
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cular with equally satisfactory results, as dem- 
onstrated by cases 8 and 22. 


The Silver-Arsphenamine ; 

Thanks to the courtesy of Doctor Baketel, 
Director of the Metz Laboratories, in New 
York, who has sent me sixty ampules of the 
preparation for trial, I was able to use them 
in a number of cases. Quite a literature has 
appeared on this new drug, in German and 
American medical periodicals, in which a great 
many advantages are claimed for this remedy, 
especially in regard to the rapidity of its action 
and its more lasting influence on the Wasser- 
mann reaction. 

Silver arsphenamine is a combination of 
arsenic with colloidal silver which is, in itself, 
as proven by experiments on rabbits, a spiro- 
cheticide. It contains twenty-two percent of 
arsenic and fourteen percent of silver, and has 
about one-third less arsenic than the older 
arsphenamine preparations. It comes in am- 
pules as a grayish-black powder and takes, in 
solution, an ichthyol-brown color. It is easily 
soluble in about ten Cc. of water to each deci- 
gram of powder. 

The advantages claimed for the preparation 
are, that it is better borne than any of the 
other arsphenamines; that the clinical symp- 
toms of syphilis disappear more rapidly; that 
its therapeutic action is greater with a lesser 
amount of arsenic; and that untoward effects 
are seen less frequently. 

Quite a number of precautions are advised 
in the administration of this drug: In the 
first place, a perfect solution so that no undis- 
solved particles shall be drawn into the syringe. 
As the solution is dark, and not translucent, it 
is necessary to filter it before using. I use a 
gauze filter of about six layers of gauze. It is 
urged that the injection shall be given very 
slowly—at least two minutes for a 20-Cc. solu- 
tion. I have accomplished it in a much quicker 
time without any regrets. It is claimed that a 
few drops of the solution passing outside the 
vein produces a severe and painful infiltration. 
I believe that this warning also is exaggerated. 
Even the concentration I have used, higher 
than advised, did not induce any undesirable 
effects. The cases I have selected for the use 
of silver arsphenamine were Case 3, Case 5, 
already described, and the following: 

Case 23. Woman, thirty-seven years of age, 
was in my treatment for secondary syphilis 
ten or twelve years ago. I had lost track of 
her for this length of time, when she came 
back, February 5, 1920, with a pharyngitis and 
tonsillitis which, she claimed, was relapsing 
several times in the last few years; some mu- 
cous patches in the pharnyx, and the Wasser- 
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mann reaction 4-plus. From February 5 to 
March 17, 1920, I gave her twelve injections 
of 0.1 Gm. silver arsphenamine. The symptoms 
had all disappeared and the Wassermann was 
negative at the end of the treatment. She had 
two more Wasserman tests since, which were 
both negative. 


Comparing the use of silver arsphenamine 
with neoarsphenamine in similar cases, I find 
that in Case 3, the man who had a positive 
Wassermann without secondaries, I used 3.0 
Gm. silver arsphenamine, in nineteen injections, 
or 0.6 Gm. of arsenic to obtain a negative Was- 
sermann and to check the secondaries, while in 
Case 4, the young doctor, I used 21.0 Gm. neo- 
arsphenamine in thirty-two injections, or 4.5 
Gm. of arsenic, to obtain the same results. But, 
I am sorry to state that the silver arsphena- 
mine was no protection against a relapse. The 
patient came back two weeks ago with a re- 
lapsing circinate roseola and a positive Was- 
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sermann of 3-plus. Comparing the cases in 
women with late syphilis in whom I have used 
silver arsphenamine and obtained a negative 
Wassermann with similar cases in which I have 
used neoarsphenamine, I find that, in Case 23, 
I used in twelve injections 1.2 Gm. silver ars- 
phenamine or 0.26 Gm. of arsenic, while in 
Case 16 I used, in thirty injections, 29.1 Gm. 
neoarsphenamine, or 6.18 Gm. of arsenic; in 
Case 18, in thirty injections, 22.1 Gm. neo- 
arsphenamine, or 4.7 Gm. of arsenic; and in 
Case 19, in sixteen injections, 13.2 Gm. of 
neoarsphenamine, or 2.6 Gm. of arsenic. 

The claim that silver arsphenamine accom- 
plishes greater results with a considerably 
smaller amount of arsenic is well borne out 
by my own experience. It is indeed parasito- 
tropic in a greater degree than the older prep- 
arations and is less organotropic. 





The Missing Link in the Chain of Relation 
Between the Wassermann Test and the 
Specific Pathology of Syphilis 


By ANDREW M. ROMAN, M. Sc., M. D., Chicago, Illinois 


EDITORIAL COMMENT.—The Wassermann test has never been proposed as or claimed 
to be an infallible criterion of the presence or absence of syphilis as a disease. Nevertheless, it 
possesses great value and is of undoubted assistance to the physician, guiding him in his therapeutic 
procedures. Doctor Roman believes that the results of the Wassermann test can be supplemented 
by what he calls the “red-corpuscle resistance test” and that this test indicates definitely whether 
the organism is or is not under the influence of the syphilitic virus. Doctor Roman’s paper is 
interesting, to say the least. If his claims can be established by further experience, he will have 
done us a service the magnitude of which can readily be imagined. 


O successfully present a scientific paper 
T in which the author aims to offer some- 
thing new and valuable to the medical pro- 
fession, the point to be driven home must be 
logical, convincing and clear. This is possible 
only by adhering to the scientific principles of 
following from the known to the unknown. 

When the practitioner desires a Wassermann 
test, he wishes to know whether his patient is 
infected with the syphilis germ or not; and, if 
so, to what extent this germ has destroyed 
the patient’s health. The fact is, that the de- 
sire of the practitioner and the principles of 
the Wassermann test do not run on parallel 
lines. To prove this, we must primarily con- 
sider what the laboratory diagnostician does 
to satisfy the practitioner’s desire when he 


makes a Wassermann test, and what his re- 
port means. 

In principle, a Wassermann report informs 
the practitioner that, in the blood of the patient, 
there are present or absent certain substances 
which in the test tube are capable of combin- 
ing with extracts of syphilitic material. These 
substances, according to Wassermann, are 
found to be present exclusively in the blood 
of individuals infected with the syphilis germ 
and are called syphilitic antibodies; the mean- 
ing being that these substances are products 
of tissue cells thrown into the blood stream in 
defense against the invading organism. The 
point is this that, in principle, the specificity 
of the Wassermann test is not based upon tue 
detection of the etiological factor of syphilis 
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nor upon determining the clinical pathology of 
this disease. It is this fact which breaks the 
weakest link in the chain of relation between 
the Wassermann test and the specific pathol- 
ogy of syphilis. The results of this break in 
relation give rise to four perpetual questions 
concerning the diagnosis and treatment of 
syphilis which invariably force the practitioner 
into a “scientific confusion.” The questions 
are as follows: 

1. How much can I depend on the Wasser- 

mann test for diagnosis? 

2. What is its relation to the extent of the 

pathology? 

3. When does a negative Wassermann mean 

no syphilis? and 

4. When does a positive Wassermann estab- 

lish the presence of syphilis? 

As a laboratory diagnostician, the author 
has long felt that it would be unfair to expect 
the practitioner to answer these questions 
which, in the manner of “passing the buck,” are 
scientifically hurled at him through the medium 
of a Wassermann report. This pressure of 
conscience on the author’s mind served as a 
strong stimulus to search in the laboratory for 
the missing link which re-establishes the rela- 
tion between the Wassermann test and the spe- 
cific pathology of syphilis. It is really the lab- 
oratory diagnostician to whom the practitioner 
looks for a scientific and (if so) an unbiased, 
positive and non-confusing help in the diag- 
nosis of disease, whereby he may outline an 
effective treatment for his patient. 


The Red-Corpuscle Resistance Test 
The author believes that, with the develop- 
ment of the “Red-Corpuscle Resistance Test”* 
and its use along side with the Wassermann 
reaction, all of the above-cuoted questions can 
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be answered satisfactorily and the doubts in the 
diagnosis and prognosis of syphilis entirely 
eliminated. To prove this, we must consider 
the effect of syphilis on the human blood. 

The most striking phenomenon in syphilis is 
the lowered resistance of red cells,’ resulting 
in their rapid reduction in number, beginning 
soon after the appearance of the initial lesion. 
In some of the untreated cases, this assumes 
the appearance of a very extreme anemia. Ex- 
periments performed by the author prove that 
this effect upon the erythrocytes is caused by 
the action of the specific toxins, produced by 
the syphilis germ, upon the cholesterin contents 
of the red-cell stroma, lowering the resistance 
of the corpuscles and ultimately leading to 
their disintegration. 

This theory is also supported by the mechan- 
ism of hemolysis,’ as proven by the experi- 
ments of many authorities, which in brief is 
this. “Natural hemolysins, such as glucosides 
and saponins, cause the destruction of red 
cells by destroying the cell-stroma and conse- 
quently releasing hemoglobin.” This destruc- 
tion of red cells by hemolysins is effected by 
one or more of the following factors: 

1. By reducing the surface tension of water ; 

2. By holding insoluble bodies in suspen- 

sion; or 

3. By a peculiar affinity for lecithin or 

cholesterin, 

It is therefore evident that cholesterin is the 
resisting power of the red corpuscles; the 
amount of cholesterin in the blood cells being 
directly proportional to the resisting force of 
the red cells against the morbid effects of the 
destructive forces. That is to say; the less the 
cholesterin in the red cell, the easier will it be 
to bring about its destruction. 


EXPERIMENT No. 1 
In all these determinations, 20 Cc. of fresh blood was used and added to 1.0 Cc. of sapo- 
toxin solution of the various dilutions, given in this table. After 12 minutes’ incubation at 
25° C., in the water bath, the results were recorded, the highest dilution giving complete hem- 
olysis under given conditions, being taken as the maximum resistance of the red cells. 























No. of : To Which Was Added | Average Dilution| This is a 
Determi- Quality 1% Solution of of Sapotoxin Re-| Red-Cell 
nations Blood = — quired to Hemo- | Resistance 
Made - Cholesterin | Lecithin |lyze These Bloods | Considered 
1000 Normal None None 1:13500 Normal 
100 Normal 0.5 Ce. None 1:10500 High 
100 Normal None 0.5 Ce. 1:11000 High 
100 Normal 0.5 Cc. 0.5 Ce. 1:10000 High 
100 Normal 0.2 Ce. 0.2 Cc. 1:11000 High 
1000 Syphilitic None None 1:14800 Low 
100 Syphilitic 0.5 Ce. None 1:12000 Mod. High 
100 Syphilitic None 0.5 Ce. 1:13200 About Nor. 
100 Syphilitic 0.5 Ce. 0.5 Ce. 1:11500 High 
100 Syphilitic 0.2 Cc. 0.2 Cc. 1:13500 Normal 
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This experiment shows that the cholesterin and lecithin contents of the red-cell stroma 
are the resisting forces of the erythrocytes to the effects of hemolytic agents—in this experi- 


ment the sapotoxin. 
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EXPERIMENT No. 2 


4 this experiment, the red-corpuscle resistance tests were performed as in Experiment 























No. 
Giving oa ¥ oe = Total 
owing a Red-Cell | Number Giving a 
Group Total No. Resistance of Red-Cell _ 
No. | 1. Clinical | of Cases | 1:13500 | 1: resin 
History |Wassermann Finding Normal |Subnormal| Normal|Subnormal 
Untreated ' 
1 |Syphilis | Positive Positive | 460 None 460 None 100% 
Untreated ‘ 
2 — Negative |Positive | 230 15 215 6% 94% 
“Cured” 
3 |Syphilis | Negative |Negative| 182 138 44 76% 24% 
Treated 
4 |Syphilis | Positive |Negative| 276 133 143 48% 52% 





























This experiment proves that in all untreated syphilitics, where the Wassermann test and 
clinical findings are positive, the red-cell resistance test is also positive (Group 1). In latent 
luetics, where the Wassermann is negative, the red-cell resistance will give positive reactions 
in 94% of cases (Group 2). Of treated cases which, according to the Wassermann test, are 
“dischargeable,” 24% arestill under the effect of syphilis, as shown by the red-cell resistance 
test (Group 3). Of the treated luetics that clinically are negative but where the Wassermann 
test is still positive, 48% give negative red-cell resistance tests, suggesting that antiluetic reme- 
dies, being given in excess, caused false positive reactions, probably caused by retrogressive 


lipoids thrown into the circulation by these drugs. 


The syphilitic toxins, having a peculiar affin- 
ity for the lecithin (resisting power) of the 
red-cells stroma, literally destroy the first line 
of defense in the vitality of the red cells, mak- 
ing them an easy prey to the effects of hemoly- 
tic (blood destroying) agents. This is the 
specific pathology of syphilis in the blood. 

Now then, if the specific pathology of syphilis 
is demonstrated by the lowered resistance of 
the red corpuscles to the action of hemolytic 
agents, and the causative factor of this lowered 
resistance is indirectly found indicated by a 
Wassermann test, is it not true that the missing 
link in the chain of relation between the Was- 
sermann test and the specific pathology of syph- 
ilis, is the red-corpuscle resistance test? 

Meaning of Wassermann Test 

In making a Wassermann test on the luetic, 
we simply determine the amount of specific 
antibodies produced by the stimulation of the 
spirocheta. According to the laws of immun- 
ity, these antibodies do not explain to us the 
clinical evidences in any luetic stage but simply 
afford an indirect specific diagnosis of the 
cause of symptoms. In order that the practi- 
tioner may be able to outline the proper course 
of treatment, as well as determine the prog- 
nosis of the case of syphilis, he must have 
knowledge, not only of the presence or absence 
of specific antibodies in the blood, but must 
also have a definite laboratory proof of the 
actual extent of the pathology in the syphilitic, 
as well as the strength of immunity attained. 
In support of the author’s contention, that 


(Group 4.) 


the red-cell resistance test will give the practi- 
tioner the desired information, he submits the 
following experiments which very strikingly 
illustrate how the confusing four questions 
(quoted in the first part of this paper) are 
satisfactorily answered. 

In Experiment No. 1, it is proven that chol- 
esterin and lecithin are the protective consti- 
tuents of the red cells, in as much as the addi- 
tion of cholesterin and lecithin to an emulsion 
of red cells raised the resistance of the ery- 
throcytes to the destructive action of the two 
hemolytic agents employed. 

In Experiment No. 2, the author proves that 
one hundred percent of untreated luetic cases 
giving positive Wassermann reactions and posi- 
tive clinical findings show a marked degree of 
lowered red-cell resistance, as determined by 
the author’s method. This answers Question 
No. 1; i. e., the Wassermann test is one hun- 
dred percent reliable if the red corpuscles show 
a marked lowered resistance when positive and 
a normal red-cell resistance when negative, 
quantitatively 1:13500 when negative and 
1:14800 when positive (see Experiment No. 2, 
Group 1). 

Ninety-four percent of untreated cases, giv- 
ing negative Wassermann reactions and posi- 
tive clinical findings, show a marked degree of 
red-cell resistance, also; twenty-four percent 
of treated cases with negative clinical and Was- 
sermann findings show a distinctly lowered red- 
cell resistance. Here we have answer to Ques- 
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tion No. 3, namely: A negative Wassermann 
does not exclude syphilis unless the red-cell 
resistance is normal, quantitatively; that is 
1:13,500. 

Forty-eight percent of treated cases with 
negative clinical and positive Wassermann find- 
ings gave normal red-cell resistance. Here we 
find answer to Question No. 4: A positive 
Wassermann does not mean syphilis unless the 
red-corpuscle resistance is below normal, quan- 
titatively, 1:14,800. 

After a careful study of these four groups 
of cases, it becomes a proven fact that, unless 
a patient has a normal red-cell resistance along- 
side a negative Wassermann test, the case is 
clinically not negative; also that, unless a 
patient has a lowered red-cell resistance, a 
positive Wassermann test does not mean 
syphilis. In the former cases, the specific free 
antibodies are absent, as shown by the Was- 
sermann test, but the pathology is not elimi- 
nated because the red-cell resistance, lowered 
by the syphilitic toxins, has not been restored 
to normal and, therefore, supportive measures 
rather than antisyphilitic remedies are indi- 
cated. In the latter cases, this false positive 
reaction is probably caused by some lipotropic 
substance other than syphilitic antibodies. 

There is no doubt that antisyphilitic reme- 
dies gradually restore the resistance of red 
cells, to the extent of seventy-six percent, but 
twenty-four percent of socalled dischargeable 
cases in effect are still under the positive in- 
fluence of lues (see experiment No. 2, Group 3). 

The most interesting group is Group 4 
(Experiment No. 2). In these cases, the prac- 
titioner is tempted to keep on with the anti- 
syphilitic remedies, only to find that the Was- 
sermann test is stubborn. In Experiment No. 3 
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the author proves that, of five treated cases 
showing negative Wassermann and clinical 
findings, as well as normal red-cell resistance, 
the continuance of antisyphilitic treatment re- 
sulted in two cases acquiring positive Was- 
sermanns. This can easily be explained by the 
fact that mercury as well as arsenic cause 
retrogressive lipoidal metabolism. In as much 
as the syphilitic antibody is also a lipotropic 
substance, it is logical to assume that, if we 
administer these remedies after a normal red- 
cell resistance as well as other negative find- 
ings are obtained, the lipoidal destruction re- 
sulting will give false positive reactions. So 
it follows that, in such cases, not antiluetic 
remedies but supportive measures are indicated. 
The author determines the red-cell resist- 
ance by the application of various dilutions of 
sapotoxin (natural hemolysis) and, as shown 
in Experiment No. 1, he found that the average 
resistance of the blood of normal individuals 
is 1:13,500; that is to say, a dilution of sapo- 
toxin of 1:13,500 will destroy (hemolyze) 20 
cubic millimeters of normal blood, in between 
ten and twelve minutes, at 25° C.*. In syphilitics, 
the average red-cell resistance is 1 :14,800, i. e., 
it takes a 1300-points weaker sapotoxin solu- 
tion to hemolyze the same amount of blood of 
a syphilitic than that -of a normal individual. 
That is to say, the resistauce of the syphilitic 
red-cell is 1300 points lower than normal. 


Conclusions 


1. The Wassermann test, by virtue of its 
nature, which is based on the principles of 
immunity, has no relation to the specific path- 
ology of syphilis, it only establishes the fact 
as to whether specific antibodies are present 
or absent. 


2. The specific pathology of syphilis in the 


EXPERIMENT No. 3 





























Date of Date of Remedies Given Results Red-Cell 
Case Discharge | Resuming Aiainee ; a: Resist- 
- ‘ury| Iodides | Clini- | Wasser- 
as Cured Treatment varsan Rubs |by Mouth] cal mann tance 
Jan., June, Nega- Pos., 
z, OD. 1920 1920 3 24 60 days | tive 40% 1:13500 
April, Aug., Nega- Pos., 
F. M. 1920 1920, 4 12 30 days | tive 60% 1 :13500 
April, Aug., Nega- | Nega- 
M. M. 1920 1920 4 None | 60 days tive tive 1:13500 
Sept. Jan., Nega- Nega- 
P.L. 1920 1921 3 24 60 days tive tive 1:13500 
Nov. Feb., Nega- | Nega- 
G. H. 1920 1921 3 None | 30 days tive tive 1 :13500 











In this experiment, five positive luetic cases (vigorously treated and discharged as cured, 
on the basis of negative clinical and Wassermann findings as well as normal red-cell resist- 
ance tests) were used for the purpose of determining the effects of excessive antiluetic rem- 
edies on the clinical status, Wassermann test, and red-cell resistance test. 
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blood is demonstrated by the lowered resist- 
ance of erythrocytes to the effect of hemolytic 
agents. 

3. The resistance of normal red-cells is 
1:13500 and that of syphilitics is 1:14800; that 
is to say, 1300 points lower than normal. This 
is due to the fact that spirochetal toxins de- 
stroy the cholesterin contents of the red-cell 
stroma, thereby reducing its resistance to the 
effect of hemolytics. 

4. The determination of the wate re- 
sistance positively re-establishes the missing 
ink in the chain of relation between the Was- 
sermann test and the specific pathology of 
syphilis. 

5. The results of a study of four groups 
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of syphilitics are given in which answers to 
the following four questions are found: 

a. How much can we depend on the Was- 
sermann test in the diagnosis of syphilis? 

b. What is its relation to the specific path- 
ology of syphilis? 

c. When does a negative Wassermann mean 
no syphilis? and 

d. When does a positive Wassermann estab- 
lish definitely the presence of syphilis? 
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Treatment of Gonorrhea 
By RUSSELL J. SMITH, M. D., Salt Lake City, Utah 


Gonorrhea in the Male 

HE male urethra anatomically offers many 

reasons why the gonococcus finds safe 
iarborage there. In the roof of the fossa navi- 
-ularis, about an inch from the meatus, is the 
lacuna magna, the largest of the lacune of 
Morgagni, often the seat of a chronic dis- 
harge and one of the first to be infected in 
the acute stage of urethritis. These lacune 
run in three rows along the roof of the urethra 
as far back as the bulb, but diminishing in 
number, while the glands of Littré increase in 
number and are found on the roof, the sides, 
and the floor of the urethra. 

At the bulb, just anteriorly to the anterior 
iayer of the triangular ligament, is the seat of 
the deep strictures. This is the lowest part of 
the subpubic curve and inflammations here 
exert their full effect. Anteriorly, in the pen- 
dulous portion, infiltrations occur frequently 
and lead to anterior strictures. Passing the cut- 
off muscle, inflammations extend rapidly to 
the posterior urethra and up the ejaculatory 
and prostatic ducts to the prostate and seminal 
vesicles. 

It is said that, sooner or later, usually quite 
in the early stage of the urethritis, all gonococ- 
cus infections extend to the posterior urethra 
ind frequently present few severe symptoms. 
Usually, however, the irritation is sufficient to 
cause frequent and painful urination with, at 
times, terminal hematuria. The trigone, really 
an extension of the urethral floor back into the 
bladder neck, partakes of the inflammatory 
attacks occurring posteriorly, adding to the 
syndrome picture an irritability of the vesical 
neck. Epididymitis is a fairly frequent compli- 





cation of posterior urethritis, occurring in 
about 10 percent of cases of posterior involve- 
ment. The infection extends directly through 
the vas. In these cases, the urethral discharge 
usually ceases abruptly, only to be reestablished 
when the inflammation of the epididymis sub- 
sides. Gonorrheal arthritis is an infrequent 
complication affecting a single joint (as, the 
knee) or several joints at once. The spine is 
not immune from this inflammation. 
As to Treatment 

The treatment of gonorrhea leaves much to 
be desired. The standard treatment of the dis- 
ease with irrigations and injections locally, and 
anodyne, alkaline and balsamic remedies in- 
ternally, relieves the patient, checks the dis- 
charge; but, all too frequently, leaves the 
patient with chronic urethritis complicated 
with unrecognized or untreated invasions of 
the adnexa. This is the average treatment ad- 
ministered by the average practitioner. 

While the disease is self-limited and, in the 
hyperacute stage, needs little active treatment, 
it is quite possible to relieve the symptoms and 
shorten the course by appropriate medication. 
It is also quite possible to increase the disability 
of the patient by rough or ungentle interfer- 
ence. If there is one place in the human econ- 
omy where gentleness is paramount, it is here 
in the urethral canal. And, yet, one finds any- 
thing but gentle innocuous handling of this 
canal in the office of many general practi- 
tioners. [In the office of many a urologist, 
likewise !—Ed.]. Force is unnecessary and very 
much out of place at any stage of the treat- 
ment. 

It goes without saying that no instrument 
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should be passed during the acute infection. 
The canal is already traumatized and needs 
soothing applications. Irrigations ought to be 
given with a low head. Yet, I have seen them 
administered in hospitals and in outpatient de- 
partments with a head of ten feet, from the 
beginning of the discharge. If it is necessary 
to irrigate the posterior canal and bladder, this 
can be done readily by elevating the bowl five 
feet above the penis and asking the patient to 
relax the cut-off muscle; then the fluid will 
flow easily into the bladder. 


The strength of the irrigating fluid is im- 
portant. It should not cause pain. If any 
treatment increases the inflammation, it should 
be discontinued for a few days and then re- 
commenced in very weak solutions. In my 
opinion, hot solution of potassium permangan- 
ate (1:10,000, increased as the patient can 
tolerate it, to 1:8,000 and 1 :4,000, the heat being 
held constant at about 110° F.) is as good as 
any in the early stages and will limit the in- 
flammation anteriorly, lessen the discharge 
quickly, reduce swelling and interfere markedly 
with the propagation of the coccus. 

The coccus is destroyed at 45° C. (115° F.) 
and, while the meatus can not long stand heat 
at more than 110° F, the urethra can tolerate 
this degree of heat for fifteen or twenty min- 
utes with little inconvenience to the patient. 
The results are undoubtedly good. The heat 
does two things: it kills the coccus and pro- 
duces hyperemia which will take care of the 
more deeply seated germs. 

If possible, the irrigations should be given 
three times daily until the discharge decreases. 
Then at least once daily, with injections of 
protargol (4 percent, or less if painful; and 
held for ten minutes). Because it is more 
penetrating and more lethal to the coccus, acri- 
flavine may be given alternately with the per- 
manganate, (1:4,000) warm, during the course 
of the treatment. If used more than once or 
twice daily, it is apt to irritate, however, and 
must then be given but once. 

Mercurochrome, in 1:1,000 solution, once daily 
in the subacute stages, may be given preference 
but has not yet proved to be any better than 
the others mentioned. Reports are contradic- 
tory regarding its gonococcicidal ability and the 
stain is a decided disadvantage in the eyes of 
the patient. 

Internally, sodium bicarbonate in 2-Gm. 
doses, two or three times daily, so as to mod- 
erately alkalinize the urine and reduce dysuria; 
atropine and gelseminine to lessen spasm and 
the tendency to chordee; 10 minims of sandal- 
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wood oil after meals three times daily; supply 
the usual indications for treatment of the or- 
dinary acute case. The patient should be en- 
couraged to drink 8 to 10 glasses of water in 
twenty-four hours, to dilute the urine and to 
act as the most efficient diuretic. Exercise 
should be limited, all straining and heavy, ex- 
hausting labor being interdicted. The diet 
should not contain anything of a stimulating 
or spicy nature. Acids, condiments, pickles, 
sweets, “hot” foods generally, should be re- 
stricted or denied wholly. Cleanliness and long 
hours of rest are important factors in the 
treatment. 


In Protracted Cases 

Under a moderately active treatment, such 
as that described, with gentieness and persever- 
ance, the moderately severe case should be 
cured in the usual time of from three weeks 
to three months. After three months, the 
lesions maintaining the discharge should be 
located by means of the urethroscope and 
treated directly. While the glands of the ure- 
thra are invisible when normal, they show up 
distinctly under full illumination with a good 
urethroscope and may be treated by application 
of the spark or cauterizing agent. Soft infil- 
trations and abrasions, abscess formations or 
ulcerations, may be found and treated. The 
verumontanum may be edematous and inflamed, 
the utricle may be a pocket of pus, the post 
montane region may be the one affected, and 
each will need separate treatment. The pros- 
tate and vesicles are usually the foci of in- 
fection keeping alive the disease and need mild 
or strong massage over a long period of time. 
Sounds passed without effort will massage the 
urethra sufficiently to dilate and empty the 
many occluded ducts and cause the infiltration 
to be absorbed. Later on, dilatation with a 
“Kollman,” anteriorly and posteriorly, may be 
needed. Always follow instrumentation of the 
canal with an irrigation or injection of some 
mild antiseptic, such as a 1:1000 solution of 
silver nitrate or any other silver salt. After 
massage of the prostate, the bladder should be 
washed out with a similar solution. Instilla- 
tions of protargol or other silver proteinate 
into the posterior urethra are often indicated. 
Later, when the coccus can not be found, and 
if a mild discharge of watery consistency is 
still present, an astringent instillation of copper 
sulphate, % percent, or a direct application of 
a stronger solution through the urethroscope 
may end the trouble. 


I have not mentioned the serum and vaccine 
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treatments of gonorrhea, but believe that they 
do good in many cases, especially the compli- 
cations. It does not seem to me to be good 
treatment, though, to produce the severe re- 
actions usually demanded and obtained from 
the vaccines. I use gradually increasing doses 
ind sometimes get good results. 


Gonorrhea in the Female. 


In the acute stage, gonorrhea in the female 
is seen infrequently as compared with the dis- 
ase in men, the symptoms being usually milder 
ind the patient appearing for treatment only 
when the disease threatens to interfere with 
er business or when complications compel. 
The affection is woefully neglected in the fe- 
male, partly through the fault of the patient, 
partly for the reason that the results are so 
unsatisfactory. But, in the attempt to control 
the venereal diseases, the female focus for the 
lissemination of the infection must receive 
‘reater consideration, and a determined effort 
should be made to bring about its eradication. 

Gonorrhea in the adult vagina affects the 
ervix most frequently, the vagina being more 
resistant. In the child, the vagina and vulva 
are involved primarily, the cervix infrequently. 
Next in frequency, are the glands of Bartholin, 
located in the labia majora, their ducts opening 
on the inner surface of the labia minora. The 
urethra is infected almost as frequently as the 
cervix, and, while the infection is severe in 
complicated cases, the urethritis usually clears 
up quickly under rest, alkaline, antiseptic irri- 
gations, sandalwood oil, and the drinking of 
large quantities of water. The urethritis tends 
to become chronic in stricture of the meatus 
and infection of Skene’s glands. These glands 
lie on either side of the meatal orifice and can 
be found on careful search. 

Smears from the vagina are not positive, 
those from the cervix and the cervical canal 
may show the gonococcus if the surface is 
thoroughly cleaned with several swabs and a 
moist swab is then pressed strongly against 
the mucous membrane of the cervix and the 
canal. If pressure is made over the glands of 
Skene at the meatus, some pus may be ob- 
tained, and Gram’s stain will usually deter- 
mine the presence of the coccus. Bartholin’s 
glands are not palpable when normal, but are 
felt as small lumps between the fingers within 
the vagina and thumb over the labia majora. 

Cervical infection is resistant to treatment 
and, if applications of 25-percent silver nitrate, 
tincture of iodine, or other solution of choice, 
with hot irrigations (at 110° F. prolonged for 
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twenty minutes, at least twice daily) do not 
cure the infection, fulguration or cauterization 
properly performed will turn the trick. Bar- 
tholin’s glands must be excised cleanly with 
the ducts. Skene’s glands should be destroyed, 
strictures dilated or incised, and the chronic 
urethritis treated with instillations of 1 to 3- 
percent silver nitrate or a stronger solution 
applied through the urethroscope to the affected 
part. 

Solutions of protargol (5 to 10 percent), 
argyrol (25 percent), permanganate solution 
(1 :4000, hot), the acid bacillus, yeast, any or 
all of these may be tried when other treatment 
fails, in endocervicitis. In children, yeast and 
the acid bacillus are frequently successful. In 
some, dichloramine-T in oil is the curative 
agent. 

Gonorrhea of the Rectum 


Gonorrhea of the rectum is present more 
frequently than is generally supposed. This is 
due to the anatomical relation of the parts. 
The symptoms are not positive. There may 
be some complaint of uneasiness or pain on 
defecation. Mucus, pus or blood may be found 
on examination of the stool, if the hyperemia 
is severe. Hot irrigations of permanganate of 
potassium, at 100° F, are sufficient. Neglect 
of rectal infection may lead to reinfection of 
the genitals. 

Involvement of the endometrium and adnexa 
does not call for surgical interference in the 
acute stage. Conservative treatment will, in 
many cases, restore the tubes to a clinical cure, 
although sterility is the rule. 


Addenda 

I have tried in several cases the action of 
chlorazene solution for injection, and am get- 
ting good results, I think. In vaginal cases, I 
find dichloramine-T dissolved in chlorcosane 
to give better results in controlling the dis- 
charge and the number of intracellular cocci. 
I may also state that Utah has a law com- 
pelling the registration, by number, of all vene- 
real patients. To each patient, is given a slip 
of instructions as to care to be taken to pre- 
vent spread of infection. If the patient wishes 
to change doctors, he is compelled to report 
to some other physician and to give the name 
of the preceding physician, who, in turn, re- 
ceives a card notifying him that patient num- 
ber so-and-so has presented for treatment. 
When a patient is cured, the state department 
is notified. This answers the criticism of Mr. 
Anonymus (this journal, March, 1921, page 
192), with regard to one state, at least. There 
are other states which go farther, I believe. 

















Human Readjustment as the Prime 
Resource for Clinical Reestablishment 


Memoranda of Resources for Meeting Clinical Conditions Without Drugs and 
With No or Little Apparatus, at Any Time and Place, and Through 
Orthokinetics or Some Modality of Motion 
Part II 
By J. MADISON TAYLOR, A. B., M.D., Philadelphia, Pennsylvania 


Professor of Physical Therapeutics and Dietetics, Medical Department, Temple University, Philadelphia, Pa. 


|Concluded from March issue, page 184.) 
III 
Energies to Be Appraised and Made Use of 
in Guiding the Self, or Personality, in 
and Out of Health. The Powers 
Which Should Be Reckoned 
With in Conservation 
and Repair. 





ODY and mind are one entirety. Action, 
B reaction, interaction, hence, maintenance 
of organic integrity or restoration after dis- 
order, disease or injury, are the joint product 
of mind and matter or, rather, of conscious- 
ness in cells and also in structures. The whole 
thus may come to dominate the part; also, 
under certain conditions, the part may dominate 
the whole. Illustration: Repeated disappoint- 
ments in the cure of a part tend to induce in 
that part sensory symptoms which the original 
condition can no longer produce. So also per- 
sistent pain in a part (as of an abscessed tooth) 
so reacts upon the personality as to subvert 
judgment, distort the sense of proportion; in 
short, create an obsession or misinterpretation 
of actuality. 

Life energies are the powers which arise, 
generate in or manifest themselves within the 
body. There should be more than enough to 
induce and sustain action. Also there are evi- 
dences of extra forces or margins of safety in 
the animal economy, of which we are as yet 
only coming to be aware. They remain to be 
revealed and reckoned with clinically in most 
instances of ailment. 


In the process of living, these energies should 
always be expended economically and automati- 
cally. Thus, a balance is maintained. When 
unusual or extra calls are made upon the 
“energy tank” (or content), or power fund, 
there will come into the foreground heretofore 
unrevealed or unsuspected energies, oftentimes 
of amazing amount, kind and power. These 
latent energies, in order to prove of service, 


must be brought to the foreground of con- 
sciousness, made clear, available and put to use 
(Kinetic). Here lies the duty, prerogative, or 
obligation, of the medical adviser, the expert 
in conservation, construction and reconstruction. 

The key to power or the governor to the 
human engine is a calm, serenely dominant 
self-control, a wise mastering of power and 
purpose, the capacity for self-regulating the ex- 
penditure of energy, for unlocking repressed 
forces and guiding energy distribution, in suit- 
able directions, amounts and degrees. 

Here we have a resource as well as a prob- 
lem of some complexity, but well within the 
capacities of most individuals. Then art must 
be used—for it is more art than mere science— 
really a nice blend of science and wise empiri- 
cism. 

IV 

Growth Forces and Their Regulation. 

Powers for growth reside in each living or- 
ganism in accord with biologic design, species, 
race, and the like, and vary with the individual 
in accord with differences which must be 
reckoned with by the experts. 

Growth forces have a certain rate for the 
individual, but these velocities often tend to 
fluctuate, at times to be retarded, to stand 
still, to remain static, to retrograde, or to ad- 
vance with undue rapidity, and all in accord 
with environmental stresses or conditions. 
Some evidences of these fluctuations may be 
obvious and require little effort for determina- 
tion and interpretation ; others are obscure, even 
inscrutable, in our present state of inadequate 
knowledge. 

The most important points of growth ener- 
gies, variants, or their effects are not patent; 
they may vary as to site, degree and effects. 
Yet, unless these are found, determined, and 
reckoned with in the economic accounting, the 
best-laid plans for conservation or repair may 
be defeated. 





We speak of these aberrancies as vagaries of 
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development. They may show in size, bulk, 
proportion, etc., or as diversities in capacity for 
functioning, for sustained exertion, endurance, 
resistance, immunity, etc. They may classify 
as diversities in conformation, in function, 
hence in types of constitution. The problem 
f the physician is, to regulate latent powers— 
mental, emotional, as well as physical, to re- 
lease suppressed energies, to reinforce or en- 
iance others, to regulate reflex-adjusting me- 
-hanisms, to achieve harmonious livingness—in 
short, reestablishment. 

They may show as inequalities of mass power, 
ir of finer powers, in crudenesses or extra sen- 
itivenesses as found in human dynamos or 
veaklings, neurasthenics, psychasthenics, the 
yper- or the hypothyroid, the excitable or the 
hlegmatic. No study in clinical medicine is 
uperior to that of variants of type and their 
ignificances. 

The highest powers of artistry, of economi- 
illy achieving desired results, depends upon 
he proportion one employs, a due sense of 
relative values as to the forces at work. The 
manifestations of disturbance are in the three 
1r more domains: physical, mental and emo- 
ional. 

V 

Resources of Manipulative Apperception 

and Adaptations. 

Through tactile apperception, we can learn 
so much of the sources, nature, phenomena of 
causation, direct and contributory, that the art 
of diagnosis becomes greatly amplified, broad- 
ened and particularized. Assuming that all 
the other means of differentiation have been 
considered, there may remain much which is 
obscure in causation, whether primary or sec- 
ondary, in States of disorder to be harmonized 
which seem unrelated, forming -obscurities in 
the series of changes which might be expected, 
serving to link up associations and explana- 
tions. The job is not so complex as it sounds, 
since each physician possesses a heritage and 
endowment of gumption which, like any art, 
must be constantly practiced as well as ampli- 
fied by learning. 

These accessory, or supplemental, findings, 
when set in order and viewed in their due pro- 
portions, enable us to proceed with confidence 
and precision, to release structural! limitations, 
adhesions, compressions, malplacements, inter- 
ferences with tubes, spheres, nerves in con- 
tinuity, spinal and sympathetic ganglia, vege- 
tative centers, and other points of subsidiary 
ontrol. Through these we can work backward 
from periphery to centers. This may, and often 
does, prove sufficient to reveal where and how 
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we can best bring about balance in disordered 
forces, by restoring function in and through 
directing the centers, or to meet and reinforce 
extraneous agencies introduced into the econ- 
omy and working from within. 

The nature of the disturbing influences at 
work is thus made plainer, also of the par- 
ticular effects induced by former diseased or 
injured states, or it becomes revealed where 
these forces had omitted to act except through 
their now inhibiting or disordering effects. The 
sense of proportion thus afforded gives us the 
clew to further procedure. Thus we can often 
supply help just where it is most needed, can 
set the necessary forces advantageously at 
work, and save much of time, suffering, dis- 
ability, and also reduce or check other harmful 
effects upon metabolism, glandular functioning; 
hence we are able to restore rythm, periodicity, 
poise, power and purpose. 

Where the resulting disorder is due to some 
central damage, some impairment of cerebral 
functioning, in motor areas, etc., or where in- 
fections have damaged the cerebral, cornual or 
spinal or ganglionic centers, we may often 
achieve more of information and direction for 
conscious (volitional) effort than by any other 
means. In short, the body, or certain parts or 
areas or organs of the body, having gotten out 
of gear, the energies in transit become forced 
out of due alignment, and an impasse comes to 
exist. This deadlock too often baffles, retards, 
increases the damage, unless promptly solved 
and relieved; and the resources of manipula- 
tion amply supply this salvation. 

Among the morbidities with which we have 
to reckon are such as minor maladaptations of 
skeletal, kinetic or other structures, localized 
tonic spasms aroused by nature’s efforts to 
transfer stress from overstressed or distressed 
structure to some collateral one. These tonic 
protective spasms appear most commonly and 
abundantly in the muscles of the back, also in 
those associated with the lungs as described so 
well by Pottenger. They appear in the intes- 
tines, especially where there are accumulations 
of irritation, also upon the overstressed soma, 
thus reacting upon the psyche, as in psycho- 
pathies, somatopsychopathies, hypochondrias, 
and are regarded by some psychiatrists as the 
chief factors to be relieved in effecting com- 
plete cures. The mental mechanisms as causal 
factors sink into a relatively innocuous back- 
ground. The disordered personality can be 
restored best by releasing many intestinal and 
other digestive derangements through their 
mechanism. A large proportion of the dis- 
orders are of motion, such as local spasms and 
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relaxations. These spasms may be painful or 
have sunk below the threshold of conscious- 
ness, cease to declare themselves—but not to 
distress. 


Means for Relief 

Now as to the means of relief, through manip- 
ulation. These consist of accurately directed 
touches, pressures upon ganglia, nerves in con- 
tinuity, as well as on nerves in emergence from 
foramina and from primary divisions of spinal 
nerves. Also in releasing parts from positions 
of disadvantage, placing them in positions of 
advantage, and in guiding volition till the motor 
reflex cycle is repoised or repositioned. 

Indeed, the surprising, gratifying, and often 
inexplicable relief afforded by experts in special 
manipulative lines is the result of just such 
readjustments. It is entirely within the powers 
of any competent, deft-handed medical practi- 
tioner who can think in terms of biophysics, or 
biomechanics, plus reflex action and interaction. 

Hand adaptation with volitional training is 
of great efficacy in restoring function after loss 
of motor control in pareses, cerebral or cornual, 
or due to compressure, or misdirected energy; 
it is an enterprise which deserves interested 
attention. The after-effects of poliomyelitis, 
for example, can only have justice done them 
if the physician in charge begins hand guidance 
at once, so soon as the spinal cells affected are 
recovered sufficiently from inflammatory irrita- 
tion. When once the critical points have 
passed, the latent powers for repair unassisted, 
no hope remains for satisfactory improvement 
or cure. Here skill and intelligent readaptation 
of motor mechanisms is essential to recovery. 
The same is true of cerebral pareses except 
that in them capability for repair can be better 
awakened even after the conditions have come 
to seem hopeless. Here diagnosis, prognosis 
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and treatment are a continuous performance 

A promising domain of manipulation is that 
of lifting, pulling on the skin and dermal struc- 
tures, subdermal traction. 

Concluding Remarks Upon These 
Reminders. 

It should be plain from the foregoing, how 
large, comprehensive and essentially efficacious 
are the resources of Human Readjustment or 
Orthokinetics—the diverse modalities of motion 
Man is an adaptative, a self-directing, also a 
self-commotioning mechanism. He must have 
expert guidance in all grave exigencies, espe- 
cially in matters of health. In proportion as 
any species is highly differentiated, it is subject 
to commotions, is vulnerable to maladapting 
influences from’ without as well as from within, 
and hence to difficulties in maintaining and re- 
gaining equilibrium as a whole. Also, the 
dominance of maladjusted parts tends to act 
and react disastrously upon the whole, and sim- 
ilarly an incapable personality acts and reacts 
distressfully upon the parts, causing kaleide- 
scopic disabilities. 

Since man—the apex of the animal species- 
is, especially under the stress of high civiliza- 
tion, a peculiarly complex and often a very 
foolish entity, he needs wise assistance in re- 
gaining structural as well as functional equilib- 
rium. 

Man is highly placed and highly poised, but 
deficient in stability by reason of the elabora- 
tion of his reflex circuits. Hence, (q. e. d.), 
man needs, when in disorder or suffering from 
the effects of disorder, more than aught else, 
skilled readjustment, readaptation of his dis- 
ordered parts in order that he may be repoised, 
repositioned and reestablished in the most ad- 
vantageous situations to function, no matter 
what other remedies are also employed. 





Memoirs of the World War 


By DR. GUSTAVUS M. BLECH, Chicago, Illinois 


Changing to Eu 

N June 11, we quit the Huppy area 

for another one, further to the rear 

where, we were told, the facilities were bet- 

ter. Headquarters went to a fairly large 

city, Eu, which is but ten minutes by trol- 

ley ride from Treport, the well-known sea- 
shore resort. 

The Commanding General was billeted in 
an historic palace, the residence of the 
Duke of Eu. That palace had harbored 
many royal visitors including, it was said, 


Queen Victoria of England. Adjoining the 
palace, was a two-story building containing 
small rooms, the whole making the impres- 
sion of a small country hotel. In these 
rooms, many staff officers established their 
offices. The General, Chief of Staff and 
Judge-Advocate had offices in the city hall 
across from ours, a huge court-yard in 
which a regiment could form in mass sep- 
arating the two buildings. 

Supplies began to arrive. I was especially 
interested in the extension splints. These 
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were given out one to each battalion with 
the direction to instruct the men in their 
use, 

At Camp Logan, I had given the medical 
officers an hour’s lecture on the use of these 
splints, but all I could show then were en- 
larged drawings which I had prepared from 
a small Red Cross manual sent us from 
France by one of Colonel Hathaway’s 
friends. 

The officers were quartered in various 
houses and we had the very best that the 
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city could offer. We remained ten days in 
fu, during which period there was little 
more than routine work. At Treport, there 
was an American hospital in huts. I vis- 
ited that and the Casino building which was 
transformed into a French temporary hos- 
pital, 

The American hospital had bags of sand 
piled around each barrack-hut as a protec- 
tion against bomb ‘splinters. Of course, a 
direct hit would have demolished the entire 
huilding and killed almost all inmates, but 
that hospital was never bombed. 

Divisional Maneuver and to the Front 

It was my privilege to attend a divisional 
maneuver. An assumed situation by the 
Germans attacking us required the placing 
of troops in certain positions by a given 
hour. I saw headquarters established on 
the market place, heard something of the 
reports that came in by messenger, and later 
attended the critique. 

Organizations ‘were represented by in- 
credibly small skeleton formations, The en- 
tire proposition appeared to me more like 
a terrain maneuver for officers, distances 
being maintained to allow for the assumed 
presence of full-strength units. The umpire 
talked generalities. He could not have been 
everywhere to see all movements. The time 
for standing on a hill or on a tree and 
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identifying the development of units of a 
division going into battle was now a thing 
of the past. For alt I saw, I could have re- 
mained at my quarters and judged the situa- 
tion much better by the reports from each 
unit, tagging each location on a large-size 
map. 

Friday, June 21, in compliance with orders, 
the division moved to the front! As every- 
thing was new, I was very much excited. 
At last we would see something of real war, 
never dreaming that it all would come out 
differently than 1 had anticipated. 

I was in charge of a car carrying the 
division sanitary officer, the division veter- 
inary officer, and, I believe, two other 
officers to our new headquarters. Eu was 
to remain our third échelon. Originally it 
was planned to leave here part of the ad- 
jutant’s and the finance offices and the 
judge-advocate, but Major Chiperfield 
raised such a protest that he was finally 
ordered to the front, leaving only part of 
his records and some clerks in Eu. 

We had no trouble in following the road 
by an ordinary map. Although we had 
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been advised to avoid Amiens which had 
been evacuated, the map showed me that 
we could reach Moliens-aux-bois, our des- 
tination, by entering Amiens and then going 
northwest. So we rode on. In a little city 
just before Amiens, we found a Y. M.C.A. 
canteen, and here we secured tea and 
crackers. Amiens was entered. The streets 
were deserted, windows and doors nailed 
down. There was a feeble protest on the 
part of one of my traveling companions 
about the foolhardiness of entering a city 
that is shelled irregularly every day, but 
when I saw a British M. P., he told us as 
assuringly that there had been no shelling— 
for a whole hour. 

As I had seen enough to satisfy my curi- 
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osity, we took a road in a northwesterly 
direction. Along the road were ammuni- 
tion dumps, shacks. British soldiers driving 
lorries were the only human beings seen, 
occasionally an M. v. The whole aspect 
was one of desolation. No more billets, no 
more stores, no more civilization with its 
little luxuries and comforts. We reached a 
town which my map showed me to be di- 
rectly east ot our destination. I saw a 
British officer, had the car halted and asked 
him for the way. When he came nearer, I 
saw he was a Brigadier General and I 
apologized for speaking to him. 

“Oh, you know our insignia of rank; 
that is fine,” he said with a smile; “indeed, 
no, you do not bother me at all. Turn on 
that road and go straight west, though the 
road is not straight.” 

Indeed, the road was as crooked as a 
corkscrew, but in about half an hour we 
saw the sign “Moliens-aux-bois,’ and my 
reputation as a map reader had been saved. 

The village had virtually only two streets 
arranged like a capital T. The end of one 
terminate¢ in a small estate consisting of a 
park, a three-story house and barns owned 
by a retired French army officer. The gen- 
eral established his residence and headquar- 
ters in that house, the large dining room 
being converted into an office. On the wall 
was a huge map of the front showing the 
positions of the British troops. The staffs 
had offices in welled-tin shacks. Electric 
light was provided, a truck containing a dy- 
namo furnishing the power. The signal 
office was in a cow barn. The division sur- 
geon’s office at first was in a hay shed with- 
out doors or even windows, but later we 
got a room in a horse barn. Other officers 
got what was left in the village, some estab- 
lished offices and their quarters in ram- 
shackle peasant huts. 

There were still about a hundred inhab- 
itants in the village, mostly old couples own- 
ing a small house and garden and some 
land. A wine shop was eventually closed 
to troops, for some of the soldiers began 
to drink heavily, contrary to regulation. 
There were a few young women and, 
though they did not wear mourning, each 
went about telling some story of a husband 
disparu, 

A Lesson in Equipment 

Most staff officers were quartered in tents 

placed over round holes a foot and a half 
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deep. Bedding was placed directly on the 
ground and, in spite of several blankets, 
the dampness from the wet ground seemed 
to penetrate my body. At frst I thought 
the aching of my muscles might be due to 
the unaccustomed hardness of the ground 
and I longed for my field cot, but later 
other officers began to complain of “rheu- 
matic” pains, so 1 secured somewhere a 
discarded piece of canvas and from then on 
1 felt better. 

This was my first lesson in equipment— 
the bedding roll should be a rubber sheet. 
Une officer had a feather mattress. It was 
very light in weight, but one could sleep 
on it, even when the temperature was low, 
without freezing. 1 borrowed for a small 
tee a table and a chair, and thus had a 
place where I could live in comfort and do 
some work besides. Nights, no lamps were 
aliowed and I tried several experiments to 
hide the rays from being visible, but failed. 


A Bombing Attack 

The next evening after our arrival, | 
was in one of the headquarters offices when 
suddenly terrific crashing was heard. In 
a second, the lieutenant-colonel in the office 
extinguished the candle. Another crash fol- 
lowed. The colonel rushed out. From the 
woods nearby, search lights began to play, 
then two machines came up. As each had a 
little electric light, 1 knew they were our 
machines seeking the enemy. 

But, he had gone; was probably on his 
way to Abbeville for another railroad 
attack. I heard the cracking of the ma- 
chine guns and the bullets falling down and 
breaking the branches of the trees. Re- 
membering that the anti-aerial guns caused 
more damage to the “innocent bystander’ 
than the aeroplanes, I sought cover and 
went back to the office. 

A few minutes later, the chief of staff 
and Capt. Baackes, aide-de-camp to General 
Bell, came out and asked for a doctor. A 
British lieutenant had phoned in that there 
had been casualties down the street. We 
got into a machine and started out. | 
stopped in my tent to get some dressings 
and a hypodermic syringe and assistance, 
but I could not find a medical officer, so 
we went on. 


Some British soldiers had just returned 
from the trenches to rest up. They sat in a 
well-camouflaged little hut, talking. A bomb 
had been thrown in the yard. Shell frag- 
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ments must have gone through the wall and 
windows, for, in one, the entire rear part 
of the head was crushed to a pulp. An- 
other showed no lesion of the head on first 
glance, but examination revealed multiple 
fractures with probable pulping of the brain 
tissue. His wrist-watch stood still at eleven 
minutes past ten. A third had the entire 
forehead caved in. I judge he must have 
been sitting facing the window. All three 
were dead. The soldiers who had lain down 
to sleep in their tents were unharmed, 
though their tents showed many holes, the 
dispersing fragments having gone over their 
bodies. I saw a half dozen British soldiers 
stunned, staggering, and scarcely able to 
walk. The British lieutenant, cool and col- 
lected, had a word for everybody. 

I suggested rest for these men as the 
best remedy. The next morning, we saw 
that our officers’ mess had come in for the 
second bomb. All windows were smashed 
and the front wall was covered with mud. 
In that mess slept our cook and mess orderly. 
Both had been unharmed. The orderly 
looked a bit shaky. I asked him how he 
felt. “Oh,” he replied,“ I feel like a man 
that tried to shake hands with death and 
the Death Angel hesitating about accepting 
the handshake.” : 

I do not know whether the Germans 
knew of the arrival of the American Di- 
vision and meant to give the Yanks a sam- 
ple of German frightfulness. There was a 
good deal of talk about French farmers 
being spies and notifying the German lines 
by all sorts of prearranged signals, even by 
the manner of leading animals; but I took 
no stock in all this. German machines were 
flying over our lines just as ours were over 
theirs. I saw a German machine with my 
field glasses right over our position, just 
as the sanitary train had arrived and pitched 
shelter tents, and felt sure that they were 
in peril. However, there was no more 
bombing during the next few days. 


Reorganization in British Sector 
While in the British sector, we had to 
undergo reorganization along British lines 
as far at least as the sanitary train is con 
cerned. Why this was necessary I never 
could understand. All I heard was that, 
inasmuch as we had arrived without our 
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ambulances, horses, etc., and had to take 
the English equipment, we must also re- 
organize our field hospitals and ambulance 
companies. 

But, it was not my affair to protest. 
Once I told the British chief sur- 
geon my opinion about what an ideal 
sanitary organization at the front should 
be like, and he listened to me carefully 
and nodded acquiescence; but, even if 
I succeeded in impressing him with the 
fact that our organization was well calcu- 
lated to accomplish the greatest possible 
good, he certainly did not, or could not, let 
our sanitary units alone. 

Several medical officers came to me and 
told me that some British comrades had 
expressed themselves in a most derogatory 
manner about our army and especially 
about our “clumsy” medical service. The 
regiments, according to our self-appointed 
critics, had too many doctors; our army 
was top-heavy with untrained officers; and 
we did not have the right kind of discipline, 
etc. My informants, who told me only what 
I had had to listen to myself while I was 
a guest at a certain field ambulance, were 
asked by me one question: 

“Were these men sober?” 

“No, Major, they were pretty well 
stewed.” 

“Well, you know the saying: In vino 
veritas!” I replied. “But jesting aside, don’t 
agree or disagree with them—just keep up 
good comradeship. Wait till Fritz gives 
them another kick on the mouth. They’ll 
yell for help, and the Yank will come into 
his own.” 

It came true, what I said, though I, my- 
self, was not there to see it. 

I realized that, as far as Divisional at- 
tacks were concerned, there would be little 
while we were in the British sector, and I 
made up my mind to go to the sanitary 
school at Langres. 

An application to corps headquarters re- 
sulted in my detail to the school, and I left 

for Eu by automobile, on June 29, to look 
after some matters. A day later, I pro- 
ceeded to Langres, stopping at Paris long 
enough to secure some textbooks that I 
wanted. 
[To be continued.] 














The Function of the Endocrines within 


the “‘Normal Limit of Endurance” 
By JOSEPH L. DeCOURCY, Cincinnati, Ohio 
eqn piene gti through experimenta- 


tion and clinical observation, has already 
established itself as an important factor in the 


medical scheme. It is aiding us daily in clear- 
ing away many of the baffling problems of life, 
which formerly left us groping in the dark, 
and it is not without clinical facts that permit 
us to assume, with our present knowledge, that 
endocrines control and limit our vitality. 

For instance, we know that, without the 
thyroid secretion, man loses his poise and tone, 
the mouth droops, the muscles lose their 
tonicity and the whole body takes on a lifeless 
appearance. We also know that pituitary dis- 
turbances influence our growth and frequently 
make us subject to excessive obesity. Ana- 
tomicaily, physiologically, and pathologically, 
therefore, a great deal has been accomplished. 
The etiology, however, of endocrine disturb- 
ances, still remains vague. The treatment 
must still be considered as experimental. 

It was in the routine examination and treat- 
ment of a large number of goiter cases that 
the clinical observation which follow pre- 
sented themselves. We will consider, first of 
all, therefore, the etiology of thyroid disturb- 
ances, because I believe that the thyroid has 
assumed the most advanced position of all the 
endocrines. 

Etiology of Hyperthyroidism 

Rest has always been accepted as the foun- 
dation, so to speak, of the medical treatment 
of hyperthyroidism. We know that, with con- 
tinued rest, the symptoms of hyperthyroidism 
abate, temporarily at least. It is not difficult 
to assume, therefore, that the opposite of rest, 
namely fatigue, might be an etiological factor 
in producing hyperthyroidism, and we find that, 
clinically, at least, this is so. In almost every 
instance, the patient with a goiter has under- 
gone a stress in life which has carried her 
beyond her normal “zone of endurance,” 
whether this stress be mental or physical. For 
instance, we see goiter commonly in the lower 
class of farmers, women who have raised 
large families on meager incomes, teachers and 
students, especially teachers of the various re- 
ligious orders, who have little or no recreation. 
Frequently, we see nurses in training suddenly 
develop exophthalmic goiter. 

The preponderance of goiter in women can 
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be accounted for by a lower point of normal 
endurance than that found in men. It is a 
well-known fact also that many men developed 
goiter when suddenly thrown under the stress 
of army life. 


The Normal Zone of Endurance 


Just how fatigue would affect the thyroid, 
it is hard to conjecture; whether owing to an 
acidosis or to a gradually increased call upon 
the thyroid secretion. I believe that a similar 
condition exists in the prostate gland which de- 
velops an adenoma, possibly from overuse. 
The most logical way of accounting for the 
formation of an adenoma is, to assume a com- 
pensatory increase in cells in order to make up 
an existing deficiency. Every person has a 
normal zone of endurance which is individual- 
istic in its characteristics. This zone may be 
decreased or increased normally only by 
changes gradually induced, and it has a limit. 
An example may be, the athlete who must train 
slowly if his endurance is to be increased. The 
glands of internal secretion act normally within 
the zone of endurance; let this zone be ex- 
ceeded or fall below the normal limit, however, 
and one of several changes must take place. If 
the zone has been exceeded suddenly, then the 
glands, whichever they may be, are activated 
to sudden hypersecretion, and, if tiiis gland he 
the thyroid, then hyperthyroidism suddenly 
develops. As an example of this, I will record 
a few cases. 

Case Reports 

Mr. C. No. 542, G. H.—An office clerk who, 
desiring an outdoor position, began driving an 
ice-cream route wagon which demands heavy 
lifting and which pays the driver by the per- 
centage of sales in order to encourage abnor- 
mal energy. This man, after two weeks work, 
suddenly developed an exophthalmic goiter, 


which disappeared after his return to his for- 
mer position. 

Mr. E. No. 763, G. H—A young man who, 
on several occasions, ran ten-mile races in and 
about New York City, came to Cincinnati and, 
after residing here a few months, began train- 
ing for a marathon race. He trained rather 
rapidly and, after his third try-out, he ran eight 
miles. Immediately following this, his heart 


beat remained about 130 to 140 per minute and 
his thyroid began to enlarge, giving a typical 
picture of exophthalmic goiter. 

I believe that this case was caused by the 
climatic change, which narrowed his “normal 
zone of endurance.” 

Miss H. No. 1006, G. H.—A stenographer, 
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who suffered a severe attack of influenza. Im- 
mediately upon recovering, she returned to her 
former position and, in two months’ time, de- 
veloped an exophthalmic goiter. 


In this case, I believe that the influenza nar- 
rowed her zone of endurance. 

If, on the other hand, the zone has been 
exceeded gradually, then the changes in the 
gland are apt to be by a gradual increase of 
cellular elements and we have an adenoma 
develop. 


Mrs. M. No. 351, G. H., age 36, presents a 
large bilateral adenomatous goiter, with toxic 
symptoms. She has six children and is preg- 
nant at the present time. Although her hus- 
band works, he makes very little, and the 
patient takes in washing besides doing her own 
work. She works on an average of ten to 
twelve hours daily. (This case was selected 
because it is typical in many instances of this 
type of goiter.) 

Mr. B. No. 411, G. H. Student—He is the 
youngest of a family of eleven, all having 
large colloid and adenomatous goiters. His 
father has a large pendulous adenomatous 
goiter. The entire family suffers with chronic 
constipation; the patient frequently has but one 
bowel movement in eight to ten days. In one 
girl in the family, the goiter was markedly re- 
duced by overcoming the constipation. Another 
suffered recurring hypertrophy of the thyroid 
after removal, her constipation still existing. 
The patient’s goiter would recede during vaca- 
tion and enlarge again during his school year. 
His goiter was removed and a partly successful 
attempt made to overcome his constipation. 

In this case and in the entire family, consti- 
pation seemed to narrow their normal zone of 
endurance. 

Miss E., No. 1287, G. H.—A stenographer, 
suffered from a small isolated adenoma of the 
isthmus. About one year ago, her mother died 
and, shortly following, her father died. Imme- 
diately following their deaths, the tumor began 
to enlarge until it became of an enormous size. 

I accounted for this sudden growth because 
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of the narrowing of her zone, due to mental 
grief or mental fatigue. 

Many more cases should be cited, but suffice 
it to say that virtually in every case which I 
have seen, I have been able to demonstrate the 
etiological factor referred to. 


Heredity of Goiter 

Once sufficient pathology develops in the 
thyroid gland, there is a possibility of this ten- 
dency being transferred from mother or father 
to daughter or son. That certain atmospheric, 
climatic and material differences are more in- 
ducive to fatigue than others, would possibly 
account for the geographic distribution of 
goiter. I do not know the incidence of goiter 
in the Negro, but I believe if to be compara- 
tively small, possibly because of the indolent 
disposition so common among them. 

This brief discussion does not oppose the 
iodine theory as a causative factor, as fatigue 
may possibly cause a lessened iodine assimila- 
tion by the intestines. Focal infections, al- 
though they may lower the zone of endurance, 
will not account for all goiters, especially those 
which develop suddenly from shocks, change 
of habitat, etc. Kocher attributes the condition 
to certain organic compounds found in drinking 
water. In the Great Lakes region, it has been 
attributed to the large number of fish eaten. 
Neither of these etiological factors is concerned 
in this community. Those, who have had the 
opportunity of seeing men after prolonged fa- 
tigue, have been impressed by the similarity of 
the symptoms of hyperthyroidism and those of 
men coming out of battle. There is no cuestion 
in my mind that fatigue and great stress are 
far more important in the production of hyper- 
thyroidism than various other factors men- 
tioned. 





Treatment of Fecal Incontinence 
By CHARLES J. DRUECK, M.D., Chicago, Illinois 


Professor of Rectal Diseases, Post-Graduate Medical School and Hospital, Chicago. 


ECAL incontinence is perhaps the most 

unfortunate calamity that can follow a 
rectal operation and one for which the operator 
is seldom forgiven by the patient. 

When the incontinence is only partial, much 
relief is obtained with galvanic electricity, hot 
fomentations and a careful regulation of diet. 
These should be tried before resorting to oper- 
ative interference. 

Operative Treatment 
Any plastic operation, to be successful, must 


be based on an anatomical and functional 
knowledge of the structures involved and, 
knowing this, the foremost fundamental idea 
and the only rational aim of the surgeon in 
all such plastic work should be to restore the 
damaged parts to as nearly as possible their 
normal functional state, or in other words, to 
follow nature’s plan in the reformation of the 
region under his consideration. The relief of 
incontinence depends upon our ability to reunite 
the severed ends of the sphincter. Our success 
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also depends upon the amount of muscle de- 
stroyed in the original operation, on the subse- 
quent sloughing of tissues and also upon the 
length of time elapsed since the damage was 
sustained. The muscle cut, and therefore un- 
used, will atrophy and in time is useless if 
reunited, or it may have degenerated so much 











Fig. 1.—Shows skin dimples at the end of the divided 
sphincter muscle. 


that it can not be found. If such tissue has 
been destroyed, the muscle fibers may be too 
short to be brought together. Usually, how- 
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eration shortens them and brings the ends into 
normal position. 


If the patient suffers with a diarrhea, the 
colon will need a thorough cleaning out a few 
hours before operation. It is well to give a 
light purge, twenty-four hours before the time 
set for operation, so that its effect will be spent 
during the next twelve hours. Three hours 
before operation, the colon is to be freed of 
all fecal matter by an enema that is continued 
until the water returns clear. 


Case Report 
A-36:—Had what appears from the history 
to have been an abscessed Bartholin gland, 
altho she says she “had two abscesses of the 
rectum, one of which opened spentaneously and 























Fig. 2.—Skin incision to expose ends of divided 
sphincter. 


ever, the fibers, because of their imperfect posi- 
tion, are too long to act and the indicated op- 








Fig. 3.—Sphincter ends lifted up and united. 


the other was lanced.” Fistulz resulted, which 
were operated upon in November and again 
in February (18 and 14 months ago, respective- 
ly). Since the last operation, there has been a 
protrusion at the anus, but no bleeding. There 
is a sense of pressure in the pelvis and an 
almost constant desire to go to stool. 


On examination, there is found a narrow 
scar in the left anterior part of the anus ex- 
tending outward and anteriorly about 1 inch. 
Also, on the right side of the anus, there is an 
irregular scar about 4 inch wide and extending 
laterally about 1 inch. This latter is an irreg- 
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ular scar. The anal mucosa protrudes and the 
anus gapes open about % inch. 

On digital examination, the contractile bite 
of the sphincter is missing. With one finger 
within the rectum and the thumb palpating the 
anal rim, the sphincter can be felt around the 
posterior half of the anus and is found to 
contract under the patient’s voluntary effort. 

Figure 1. is a photograph of the patient when 
she came for examination. It will be seen that 
the radial folds of the skin extend outward 
posteriorly from the anus only. The anal 
mucosa prolapses on the anterior and right 
walls. The relaxation of the perineum allows 
the vaginal wall to prolapse. This patient has 
never borne a child. 

Operation 

The patient was placed in the dorsal position, 

(Figure 2.) and a horseshoe-shaped incision 














Fig. 4.—Sphincter ends approximated with mattress 
suture and reenforcing single suture on the sides. 
was made through the skin around the anterior 
commissure of the anus, beginning at or back 
of the dimple, marking the sphincter end on 
her right side and extending past the sphinc- 
teric dimple on the left side; a flap of tissue 
was dissected out and the ends of the sphincter 
muscle were exposed, being careful to remove 
only so much of the muscle as was absolutely 
necessary, because that muscle is already very 
short. Ina case of long standing, the sphincter 
ends may be indistinct. If so, the muscle may 
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be pinched or pulled upon to excite contraction 
and the ends thereby discovered, or the muscle 
may be rolled between the operator’s thumb 
and finger. If the sphincter ends have been 
widely separated, an extensive exposure of the 
tissues will be necessary. In this patient, the 
sphincter had been cut in two places and the 
whole anterior portion of the muscle had de- 
generated. 

The sphincter ends, having been found, were 
now freed from the surrounding tissues and 
drawn out with clamps (Figure 3.) until they 
could be well approximated, and were fastened 
together with a mattress suture of No. 1 cat- 
gut (Figure 4.). A single suture was also 
fastened through the muscle at its sides to ap- 
proximate a wide surface. A tension suture 
of paraffined silk (Figure 5.) was now passed 
through the skin behind the ends of the in- 
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Fig. 5.—Tension suture placed. 


cision transfixing the sphincter muscle on that 
side, passed up through the perineal body and 
then out transfixing the muscle on the opposite 
side of the wound. As this suture is fastened, 
it reinforces the sutures in the divided muscle 
ends and prevents tension by the involuntary 
contractions of the sphincter. Careful dissec- 
tion of the sphincter ends from the scar tissue 
about them is important; simply exposing the 
ends and uniting them will not do. Sometimes 
it will not be possible to lift as much of the 
ends out of the wound as has been shown in 
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Figure 3, and the muscle can only be brought 
together, but always the dissection must be 
carried back far enough to obtain a muscle 
riding free from cicatrix. 


After all oozing had been checked, the skin 
sutures of fine paraffined silk were placed ‘to 
close the wound and then the tension suture 
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Fig. 6.—Wound closed. Gauze pad under tension 
suture not shown. 





was tied tight enough over a gauze pad to re- 
lieve tension on the buried sutures approximat- 
ing the sphincter ends (Figure 6.). The but- 
tocks were strapped together with a broad 
band of adhesive plaster to prevent accidental 
traction on the wound. Further protection 
was assured by binding the patient’s knees 
together for the first few hours, until she had 
regained control of herself after the anesthetic. 

When the operation is well performed and 
is successful in bringing direct apposition of 
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the muscle ends, the skin folds radiate from 
the anus and form a complete star all around 
it, just as they did before the sphincter was 
injured. 

The patient’s bowels were confined eight 
days by allowing as food only egg albumen, 2 
tablespoonfuls in water every three hours. 
On the eighth day, the patient received an 
enema of water, 6 ounces, and mineral oil, 3 
ounces. This enema was repeated daily there- 
after until all hard fecal masses in the colon 
were removed. No laxative was given. Our 
patient turned on her side or face to urinate 
and, sometimes, it is best to have the patient 
lie on her side when the bowels move, to 
avoid straining. When albumen alone is given, 
there are few scybala and the evacuation is 
without difficulty or danger. 

It is also important, during the operation, to 
save all of the mucous membrane possible. 

In every case, the wound must be carefully 
examined daily to be sure that no infection or 
abscess is developing. Should an abscess oc- 
cur, it must be incised early and drained in 
such a direction, if possible, that the united 
ends of the sphincter will not be injured. 

The patient should remain in bed for two 
weeks after the operation and for four weeks 
more should go about with care avoiding hard 
work or lifting. 

If the sphincter has been divided in more 
than one place, and the separated section still 
has contractile power, the repair operation 
should be performed in several steps, repairing 
only one injury at each sitting. The second 
operation may be attempted a month after the 
first. 

Narrowing of the anal outlet will greatly 
benefit the patient when the muscle function 
cannot be restored by plastic operation. In 
such a case, a buried kangaroo tendon is passed 
around the anus at the lower level of the upper 
border of the external sphincter and tied firmly 
upon the index finger introduced into the anus. 
If these procedures fail or cannot be used, a 
left-sided colostomy with an abdominal anus 
should be advised. 





Studies in Endocrinology 
The Pituitary Body and Its Relation to Modern Medicine 
By REGINALD WEILER, B.S., Ph. G., M. D., New York City 


[Continued from March issue, p. 198.] 
Nerve Degeneration 
HE facts connected with nerve degener- 
pent are made clear if the following 
energy-conception is kept in mind: 
The sum-total of the energy is made up of 





neurone energy plus gradually increasing nerve 
energy derived from the myelin investing the 
nerve and its processes. The main facts con- 
cerning nerve degeneration are: 

Section of a motor nerve will cause degene- 
ration of the peripheral fragment and atrophy 
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of the end-organ supplied by it. There is no 
degeneration of the upper or proximal frag- 
ment except as far as the first Ranvier’s node. 
We can understand this phenomenon when we 
bear in mind that section through an inter- 
nodal segment destroys the mechanism of that 
node, the supply of oxidizing substance, thus, 
failing to reach the myelin through the fibrils 
and their canaliculi. The nutritional or “pas- 
sive” function is thus arrested. Sensory nerves 
exhibit the same degeneration but in a reverse 
direction. Section of a posterior root above a 
ganglion is followed by degeneration of the 
dorsal stump. 


The gemmules are peripheral extensions of 
the dendritic walls having for their function 
to increase, when erect, the area of myelin 
exposed to the action of the oxidizing sub- 
stance in the plasma, and thus render the 
dendrites functionally activeable to transmit 
or receive nervous impulses. When the gem- 
mules are retracted or collapsed, functional 
activity is in abeyance; as, during sleep, anes- 
thesia, after certain drugs, toxins, etc., they 
are unable to transmit or receive impulses. 


Each of the collateral dendrites of a neurone 
and each axone, or subdivision of an axon, is 
supplied with a bulbous end-organ. The 
nutritional processes of an organism require a 
certain continuous supply of nervous energy, 
all the systemic axons and dendritic end- 
organs (the bulbous end-organs) are in a state 
of constant vibration. 


The cerebral circulation is governed, as is 
that of the arterioles of the body at large, by 
the posterior pituitary, through the vaso- 
constrictor nerves of the pial vessels, which 
are terminals of the sympathetic system. This, 
however, only explains the functions of the 
passive stage. The neuroglia cells are the 
intermediaries between the general circulation 
and the capillary system (neuroglia fibrils) of 
the brain substance. The smooth stellate cells 
seem only to serve for the equal distribution 
of the blood-plasma to the neurons, while the 
mossy, or protoplasmic cell presents the attri- 
butes of an organ to which the functions, of 
inciting a group of neurons to action by acti- 
vating its blood supply and of governing the 
quantity of nervous energy produced in these 
neurons, can be described. 


In summary, it may be said that the cerebro- 
spinal system is built up of neurons supplied 
with adrenoxidase-laden blood-plasma through 
the intermediary of protoplasmic neuroglia 
cells which regulate the volume of this fluid 
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passing into the neurons and thereby regulate 
their functional activity. 


The Posterior Pituitary as the Trophic 
Center of the Nervous System 

The posterior pituitary is really nothing but 
an aggregate of neurons. There is within the 
pituitary body, as there is in all sympathetic 
structures, chromaffine (adrenal substance) 
and, to the presence of this substance, the 
pituitary extracts owe their action when in- 
jected. 

The posterior pituitary is a general center 
in which active functions are incited and gov- 
erned in response to afferent impulses. It is 
a dominant center of the organism; it influ- 
ences functional activity of all organs through 
the intermediary of the subsidiary centers lo- 
cated in the bulb and spinal cord. 

In order to carry out the functions ascribed 
to it, the pituitary body must connect by nerve- 
paths with the spinal cord and thus with the 
adrenals and thyroparathyroid apparatus. The 
spinal cord does not end at the bulb, but the 
medulla is really a continuation of the.cord; 
so that the spinal cord extends up to and in- 
cludes the infundibulum; which terminates as 
the posterior lobe of the pituitary. 

Neuroglia fibers are not a supporting frame- 
work for the nervous system but are minute 
capillaries that carry plasma laden with adre- 
noxidase to the neurons, their terminals herein 
being the neuro-fibrils which penetrate the cell 
body by way of its dendrites. Thus the neu- 
roglia cells govern the quantity of oxidizing 
substance admitted to the neurone. The great 
richness of these neuroglia cells, therefore, 
indicates that the posterior pituitary is a highly 
differentiated organ. These neuroglia cells ex- 
tend from the middle and inferior regions of 
the posterior lobe to the cavity of the third 
ventricle. 

Summing up some of the functions and 
properties of the pituitary, and after tracing 
nerves from both lobes upward and downward, 
I offer the following conclusions: 

1.—The posterior lobe of the pituitary body 
is not a functionless organ, but a highly or- 
ganized nerve-center containing several types 
of nerve-cells. 

2.—Both lobes are connected with the over- 
lying third ventricle by nerve paths which, 
through nerves from the giant cells, suprain- 
fundibular nucleus, and in the tuber cinereum, 
extend posteriorly to the mid-brain a continua- 
tion of the spinal gray matter which contains 
the nuclei of the cranial nerves. 

3.—The nerves that connect the pituitary 
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body with the spinal cord, pass posteriorly in 
the gray substance of the walls and floor of 
the third ventricle. Various experimental 
phenomena now ascribed to “centers” in those 
structures are in reality due to the artificial 
production of manifestations normally evoked 
by the pituitary body as a motor- and heat 
center. 


The Posterior Pituitary as the Sensorium 
Commune 

The gray ganglionic substance of the pons 
varolii is a part of the central gray matter 
which begins in the posterior pituitary body, a 
fact which suggests that the latter may be the 
seat of the functions now ascribed to the pons. 
According to many physiologists, the pons is 
the center of instinctive acts. Under the in- 
fluence of great fear, many acts are performed 
which we call primarily instinctive, i. e., violent 
cardiac action, trembling, involuntary excretion 
of urine and feces, sweating, or even sudden 
arrest of the heart. All these acts result from 
lost pituitary control over the various con- 
trolling centers of these organs. While it is 
true that the medulla oblongata is an import- 
ant consociating organ, its centers receive im- 
pulses from, and are controlled and coordi- 
nated by, the posterior pituitary. Moreover, 
the posterior pituitary body is the most highly 
organized aggregate of somatic (trophic) 
nerve-centers, and is the organ upon which all 
shocks, physical, cerebral, or traumatic react. 

Direct examination of the pituitary, of 
course, is out of the question owing to its 
position on the base of the skull, in the sella 
turcica. So, we have to judge its condition 
by indirect examination. In alterations of this 
body, a condition is produced characterized by 
enlargements of the toes, fingers, and nose; 
prominent lower jaw, sinking of the temporals, 
and of the fossa canina,’ and prominence of the 
occipital bone. This occurs, however, in the 
extreme forms of diseased pituitary. There 
are all manner and degrees of these deformi- 
ties. The patient’s friends and relatives should 
be asked if her features have changed. Com- 
parison between old and recent photographs 
may be useful. A history of headache, especi- 
ally nocturnal and of mental changes (neuras- 
thenia) will aid in making a diagnosis. If an 
ocular lesion, such as hemianopia, is discov- 
ered, our suspicions are confirmed beyond 
doubt. 

Acromegaly 

Synomyms: Pierre Marie’s Disease, Giantism 

Symptoms: In all typical cases of acrom- 

Canine fossa or Fossa Canina is a depression on 
the anterior surface of the maxilla, below the intra- 


orbital foramen, the site of the origin of the levator 
anguli oris muscle. 
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egaly, there is a growth of the pituitary. There 
is at first hypertrophy of the organ with exag- 
geration of its functions and, later, abolition 
of these functions. We can then advantage- 
ously divide this disease into two stages; the 
sthenic and the asthenic. 

Acromegaly is a disease of nutrition due to 
any condition, such as, hyperplasia, neoplasm, 
etc., of, or to any pressure upon, the pituitary 
body, capable of primarily exciting abnormally 
this organ, and then of progressively annull- 
ing its functions, and also, therefore, those of 
the organs it controls, viz., the adrenals and 
the thyroparathyroid apparatus, whose com- 
bined secretions sustain tissue oxidation, me- 
tabolism and nutrition. 

Goiter is often a co-symptom-. of acromegaly 
in the sthenic period. We know that, in the 
sthenic period, the two organs which are 
known to stimulate growth are hyperactive. 
When we bear in mind, besides, that the 
thyroid secretion influences calcium metabolism, 
we have all the facts necessary to explain the 
phenomena of the disease. 

There is abnormal growth of the extremities, 
the skull, face, spinal column, scapulz, clavicles, 
and the ribs. This abnormal growth causes 
deformity, such as projections anteriorly and 
posteriorly of the thoracic cage (double hump 
of “Punch,” or punchinello, is common). The 
soft tissues in general are overnourished; thus 
the enormous hands and feet. The hypertro- 
phied muscles are weak; hypertrophied heart; 
enormous scalp, face, lips, tongue, penis, etc. 
There is abnormal demand for food, and drink; 
and glycosurea is present. There is tachycar- 
dia, besides other signs of exophthalmic goiter 
or larval exophthalmic goiter. Further, we 
witness sweating, tremors, cramps, paresthesias, 
tingling, and shooting pains, dyspnea, tinnitus 
aurium, and a history of rheumatism. The 
skin is usually swarthy and a dirty yellow 
(hypoadrenia). 

In the asthenic stage, the connection with 
myxedema and Addison's disease is quite 
marked. The temperature becomes subnormal 
(below 96° F.); there is unusual sensitiveness 
to cold, mental and physical torpor, marked 
asthenia, facial edema, and notable accumula- 
tion of fat. The veins often dilate, and there 
is suppression of the sexual desire, impotence, 
amenorrhea, rheumatic pain, and neuralgia. 
There may be various forms of delirium and 
convulsions due to accumulation of toxins. 
Small freckles are frequent (adrenal insuffi- 
ciency) ; a limited bronzing even may be wit- 
nessed. The hair is thick and coarse, with a 
brownish seborrhea. Palpitation and faintness 
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often occur, dyspnea is very troublesome. Oph- 
thalmic disorders, such as progressive amblyo- 
pia, amaurosis, hemanopsia, etc., result from 
pressure on the optic tracts, optic chiasma, 
optic nerves, etc. Headaches due to the same 
cause are frequently present. 

Pathology.—The body is often the seat of 
sarcoma, adenoma, and other hyperplasias, 
which cause the disease by destructive processes. 

Treatment.—In the sthenic stage, benefit will 
be derived from treating the exophthalmic 
goiter, if it be present. Coaltars should be 
used, a good combination being: 


k Acid. acetylsalicylat. (Aspirine)... 2% grs. 


PIII iclkn te vawhkcmss co eaien cd 1Y, grs. 
oo ee eee ee 2. grs. 
Caffein. Sodio-Benzoat. .............. i/ gr. 


M. & Fillin capsule. Dispense 30 capsules. 
Sig:—Two (2) every three (3) hours. 

In the asthenic stage, a combination such 
as this: 


R “Tabloid” Thyroid Gland........... 1 gr. 
“Tabloid” Adrenal Gland.............. 1 gr. 
“Table Pitutary Gland... ......5.., 3 grs. 
ee ee eee 1/40 gr. 
PE SUR hoc bask hada scene 1/50 gr. 


Mix & fill in capsule. Dispense 50 such capsules. 
Sig :—One every three hours. 

should be tried. In addition, sodium selenio- 
cyanate, in doses of 1 milligram, three times 
a day, together with the diet recommended 
under malignant goiter (Cin. Mep., Jan., p. 
39.) should be given in hopes (if the lesion is 
cancerous) of checking the lethal trend. If 
medical methods fail, surgical interference must 
be resorted to. 

Two operative procedures have been em- 
ployed for the removal of the pituitary. One 
of these, originated by Paulesci and elaborated 
by Cushing, consists in trephining the skull 
and elevating the temporal bone and temporal 
lobe of the cerebrum, so as to expose the 
body. The other, elaborated by Horsley, con- 
sists in approaching the gland through the 
orbital cavity. 


The Function of the Hypophysis 


We now wish to prove that the posterior 
pituitary is the seat of the adreno-thyroid cen- 
ter, through which the test-organ of the an- 
terior pituitary influences the secretory activi- 
ties of the adrenals and thyroparathyroid appa- 
ratus. 

Almost all parts of the vascular system can 
he thrown into dilation by the depressor nerve. 
In man, the nerve arises from the vagus, from 
the junction of the vagus and superior laryn- 
geal nerves. This depressor nerve produces 
the phenomena of vasodilation with consequent 
great fall in the arterial pressure, by inhibit- 
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ing the functions of the thyroid gland and 
pituitary body, and through ,the latter the 
adrenals. The depressor nerve has been ob- 
served to send fibers to the pituitary body. 


The vasodilating fibers of the thyroid gland 
and of the parathyroids constitute the thyro- 
parathyroid secretory nerve. Therefore, when 
the depressor nerves are stimulated by the pos- 
terior pituitary, a complete mechanism for 
autoprotection is afforded. An excess of thy- 
roiodase is thrown into the blood which sensi- 
tizes and softens (as agglutinin) the bacteria 
and other pathogenic cells and thus prepares 
them for destruction. As the adrenals are also 
rendered hyperemic, an excess of adrenoxidase 
is afforded which increases the function of the 
pancreas and leucocytogenic organs; and the 
blood becomes charged with trypsin, nucleopro- 
teid granules, and aggressive phagocytes. All 
these substances then become allied to attack 
the common enemy (the pathogenic agent), 
which previously has been weakened and pre- 
pared for dissolution by thyroiodase. 


It is through the test-organ that agents act, 
which increase the activity of the adrenals, and 
through them enhance the defensive properties 
of the blood and its cells, augment oxidation 
and function throughout the entire organism. 
It seems rational to assume that it is through 
this test-organ that the functions of the thy- 
roparathyroid apparatus are increased. But, 
the test-organ is a sensitive structure, its im- 
pulses are sensory, or afferent, and as such 
are incapable of exciting functional activity 
directly. It is evident, then (as throughout 
the nervous system) that these impulses must 
first be converted into efferent, or motor, 
stimuli. The posterior pituitary receives fibers 
from the test-organ; and the former also pro- 
jects nerve chains which ultimately reach the 
adrenals and the thyroparathyroid apparatus. 
The sensory impulses, it is evident, are con- 
verted in the posterior pituitary into motor 
impulses. It is in the posterior lobe, therefore, 
that the adrenothyroid center is located. When 
the test-organ is stimulated by sensory im- 
pulses awakened by drugs, poisons, toxins, toxic 
wastes, etc., it sends nervous waves into the 
posterior pituitary where they are converted 
into motor impulses which are transmitted to 
the adrenals and thyroparathyroid apparatus 
and awaken the activity of these two protective 
organs. 

Summing up we may say that: 

1—The test-organ governs the secretory 
activity of the adrenals and thyroparathyroid 
apparatus through the intermediary of a cen- 
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ter located in the posterior pituitary—the so- 
called adrenothyroid center. 

2—When drugs, poisons, toxins, toxic 
wastes, catabolic wastes, etc., provoke a de- 
fensive reaction of the test-organ, it is by 
exciting simultaneously the adrenals and the 
thyroid apparatus through the adrenothyroid 
center that the test-organ increases the pro- 
portion of adrenoxidase and thyroidase in the 
blood. 

3.—By hastening metabolism, adrenoxidase 
provokes leucocytosis and causes an increase 
of nucleoproteins and trypsin, combining with 
these bodies to form bacteriolytic and anti- 
toxic constituents of the blood and of its 
phagocytes. - 

4.—Thyroiodase sensitizes (as opsonin) the 
pathogenic germs and substances, to render 
them vulnerable to the action of the above- 
mentioned defensive agents. 

5.—Therefore, the adrenothyroid center, 
under the dependence of the test-organ, is 
the center through which all the body’s im- 
munizing functions are governed. 

To avoid complications, this center is called 
the adrenal center, and the system including 
the pituitary body, the thyroparathyroid appa- 
ratus, and the adrenals are called the adrenal 
system. 

The nerves which have been called “depres- 
sor nerves” are those through which the 
adrenal center regulates the circulation of the 
anterior pituitary body and of the adrenal sys- 
tem generally. 

The posterior lobe of the pituitary is the 
seat of the sympathetic center. The slightest 
pressure on the pituitary gives rise to sudden 
and marked variations in the blood pressure 
and to great reductions in the frequency of the 
heart beat. The slightest electrical stimulation 
of the exposed pituitary gives rise to the same 
phenomena. The suddenness with which the 
pressure was raised could only be caused by 
an almost instantaneous constriction of the 
arteries. Section of the vagi will not alter the 
rise in blood pressure when the above-men- 
tioned stimuli are resorted to. If the pituitary 
were a secretory organ, such a sudden rise in 
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blood pressure would not have been possible. 
Brown-Sécuard, over fifty years ago, noted 
that stimulation of the lower ends of the cut 
vagi caused contraction of the coronaries. 
Inhibition is, then, a morbid process due to 
excessive vasomotor constriction of the coro- 
nary vessels. The caliber of these vessels is 
reduced and, thus, there is less blood supplied 
to the cardiac musculature. The morbid phe- 
nomenon of lessened number of beats, when 
the heart is undernourished by coronary con- 
striction, is due to a deficiency in the nutrient 
elements. 

The sympathetic system is composed of small 
medullated fibers (from 2 to 3.5). The cen- 
tral gray matter of the third ventricle consists 
of tissue rich in cells and traversed in all 
directions by numerous fine and medullated 
nerve fibers. The larger vessels, as well as 
the arterioles, are supplied with vasomotor 
nerves. The larger vessels, however, are con- 
trolled by nerves originating in the vasomotor 
center in the bulb, whereas the arterioles are 
controlled by the sympathetic center in the pos- 
terior pituitary. Therefore, the nerves supplied 
to the arterioles are sympathetic in nature. 

The position of the pituitary at the head of 
the spinal structure that projects into the base 
of the brain, its identity as a highly differ- 
entiated organ, and its evolutionary character- 
istics from the subesophageal ganglion, clearly 
designate the posterior pituitary as the seat of 
the sympathetic center. Thus it has been shown 
that: 

1.—The posterior lobe of the pituitary con- 
tains a center which governs the great sympa- 
thetic system, including its vasoconstrictor 
nerves to the arterioles. 

2.—This center is connected by nerve-paths 
with the medulla and spinal cord through which 
it transmits its impulses. 

3.—The bulbar vasomotor center does not 
maintain the tonus of the arterioles but solely 
that of the veins and arteries proper. 

4.—The center in the posterior lobe, which 
governs the caliber of the arterioles, should be 
termed the “Sympathetic Center.” 

[To be concluded.]} 








4 


rm 


ee eh 


Pr ee ante ilo e ell 














Appendicitis 
F THE CHOICE had been mine, I should 
have avoided the subject of appendicitis for 
my monthly topic and this, in spite of the fact, 
that the subject is as important today as it 
was when the study of the disease was first 
placed on a scientific basis. 

My objection is of a purely personal char- 
acter. I should have preferred to conduct diag- 
nostic exercises—for, to me at least, the prin- 
cipal thing in surgery is the diagnosis. But, I 
must yield to the wishes of others. 

In common with many aspiring young sur- 
zeons, I dreamed a quarter of a century ago 
of the time when I could distribute reprints of 
in article entitled: “One Thousand Consecu- 
tive Cases of Appendicitis without a Death.” 
\nd, now, that the moment has arrived when 
! am absolutely forced to write on appendicitis, 

could not truthfully head my contribution 
is just given. 

Not that I have not had the numbers, but 
because I have had the deaths, and also because 
i few of the cases I have operated on have 
proved to be no appendicitis at all. 

Let me dismiss the death cases first. Out of 
ucarly 1200 appendectomies, I have had a total 
vt 4 deaths, all in my civil practice. In my 
muitary work, there were no deaths. 

Of the four deaths only two furnish us a 
valuable lesson. 

The Fatal Cases 

The first death happened eighteen years ago. 
| was called by Dr. Dolamore, of this city, to 
see a young man who had all the appearance 
of a perforative appendicitis. His pulse, when 
[ saw him, was only 120, but neither regular 
nor of good volume. There was but little dis- 
tention of the abdomen, some rigidity, espe- 
cially of the right rectus muscle and the typical 
Hippocratic facial expression. I urged imme- 
diate operation. The family objected to that 
on the ground that the patient had been in 
great pain all of yesterday but, today, he was 
free from pain and, by his own admission, he 
“felt fine.” Had I explained to the parents that 
ill this was a positive sign that the patient 
Was in great danger, they might have listened 
to reason, but, as it was, I contented myself 


Conducted by Gustavus M. Blech, M.D. 





with the assertion that the patient was a poor 
judge since he felt sleepy from the poison in 
his system, and left without an ultimatum. 

This happened early in the afternoon. 
Towards evening, even the parents realized 
that their son was sinking and they then 
rushed him to the hospital. I opened the abdo- 
men rapidly, saw the entire peritoneum covered 
with fibrinous material, poured saline solution 
into the abdominal cavity, which I drained, 
closed the wound and completed the entire 
operation in ten minutes. After that, there 
began a heroic fight for his life, but the patient 
died early the next morning. 

In this case, the operation was simply too 
late. Whether I acted wisely in operating at 
all, depends on whether one approves or not 
of affording a patient the benefit of the doubt 
in apparently hopeless cases. Simply to show 
a small operative mortality, irrespective of the 
interests of the patients, is a motive that will 
be condemned by all right-thinking people. 

The very next case concerns that of a young 
girl, a close relative of mine. She had suffered 
from repeated attacks and I decided on an 
interval operation. As soon as the abdomen 
was opened, a fairly large quantity of clear 
serum came away. At that time (sixteen years 
ago), the best teaching was, to drain all such 
cases, and I left a small gauze wick in the 
lower end of the wound. On the third day, the 
girl began to show evidence of sepsis. The 
wound was reopened, and a large drain ‘n- 
serted and carried through a stab wound in 
the loin. She died about two weeks aft r 
the operation, from double pleuropneumonia. 
_As happens when a death supervenes in a 
person close to the operator’s heart, I then 
tortured my brain with hundreds of questions, 
especially with regard to the technic and so 
on; but, today, with a clearer vision, I have 
nothing to reproach myself for. I still adhere 
to the principle to drain in all doubtful cases 
and when one finds serous effusion in the 
abdominal cavity, I feel that a small drain, 
introduced aseptically, can do no harm but 
much good. 

Two years after the above-described expe- 
rience, I had in the hospital a little girl of 
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five, who had passed through an acute attack 
(not seen by me) and who was left in a pre- 
carious condition since. When I saw her, sev- 
eral weeks after the attack, I still found right- 
sided rigidity of the abdominal muscles, ten- 
derness to pressure, and I doubted the diag- 
nosis, inclining to the belief that we had to 
deal with a general septic process which had 
become localized. We waited three weeks and, 
as the patient did not improve under non- 
operative measures, consent was obtained for a 
section. The hopelessness of the situation be- 
came apparent on incision; the ileum, as much 
of it as could be seen and palpated through 
the incision, being glued together as one mass. 


The little 
asthenia progressing more rapidly after the 


girl died a few days later, her 


operation than it had done previously. 

Operative therapy, in this case, was useless 
but the clinical phenomenon justified the ex- 
ploratory measure. 


My last case happened soon after I returned 
to civil practice, after the World War. The 
death concerns a stocky, middle aged, rather 
stout suffered from catarrhal ap- 
He did well after the simple opera- 
tion; though, on the sixth day, he complained of 
pain in the epigastrium. 


man who 


pendicit is. 


As his pulse was not 
accelerated, I paid little attention to his com- 
plaint except to advise restriction of food. In- 
deed, the man was cheerful and even spoke of 
another patient he had urged to come to me. 
The next morning, I was called to the phone 
by the nurse whose message left no doubt that 
he had embolism. A few minutes later, 
the chief surgeon of the hospital, who hap- 
pened to be on the premises, advised me that 
the patient was dead. We both agreed that 
this was a case of fat-embolism. 


an 


Deaths after an appendectomy are not pleas- 
ant things to record, but I must also invite at- 
tention to the other side of the medal. I know 
a scientifically inclined young surgeon who, I 
know, has done several hundred appendecto- 
mies. When the subject of death was discussed 


by us, he put his own experience in this terse 
statement: “I have done over two hundred ap- 


pendectomies. You can imagine how mild and 
insignificant they were from the fact that I 
have not had a death case, nay, not even a 
stormy convalescence. So, my experience is a 
mere routine repetition of mild catarrhal ap- 
pendicitis.” 


I would remommend a study of this real 
man’s modesty to a certain class of would-be 
surgeons whose actual skill consists in an inti- 
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mate familiarity with newspaper reporters. 
Diagnostic Problems 

Outside of death, I know of no greater 
humiliation to a surgeon than that of having 
made a positive diagnosis of acute appendicitis 
and having rushed the patient to the operating 
table, to be unable to demonstrate to the asso- 
ciates in the operating room a diseased ap- 
pendix or at least one sufficiently pathologic to 
account for the symptoms. Not that such a 
thing cannot happen to the best of us, but, at 
least, we allow for the possibility of diagnostic 
error and, when we discover it, we do not stop, 
but investigate until the true source of the 
trouble is found and removed, irrespective of 
whether we have to go to the stomach, duo- 
denum or gall-bladder to locate the source of 
the misleading alarm. 

On the other hand, it is not very rare to find 
that patients, who have suffered from symp- 
toms pointing to stomach or duodenal trouble, 
on operation turn out to have been sufferers 
from appendicitis. 

In the study and investigation of each indi- 
vidual case, the surgeon will do well to bear 
in mind that, in attempting to arrive at a diag- 
nosis, it is not a question whether the symptoms 
agree with those enumerated on page so-and- 
so of the famous So-and-So’s textbook, but a 
matter of familiarity with the phenomena 
which acute or chronic infection of the ap- 
pendix is likely to produce, a thorough physical 
examination of the entire patient plus the em- 
ployment of surgical judgment; and, even then, 
as has been pointed out, disappointments are 
not absolutely to be excluded. 

Appendicitis is a surgical disease and prop- 
erly belongs to the domain of surgery. No 
internist or general practitioner should assume 
the responsibility of treating a case of suspected 
appendicitis without calling in a competent 
surgeon, preferably one known to have done 
special abdominal surgery. 

I grant that there are cases that go through 
one attack and are heard from any 
more. Either the lumen of the appendix has 
become obliterated or else the inflammatory 
process has actually destroyed the infective 
focus, and the story is ended. But, how often 
does that happen? How can one foretell such 
an admirable result? It is scarcely needed to 
point out that the prognosis in appendicitis is 
always doubtful. Often, one attack predisposes 
to, rather than prevents, other attacks. Indeed, 
this is the rule and the other the exception. 

Appendectomy Not For Occasional 


Operators 
I have often been asked by my former stu- 


never 
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dents why I am strenuously opposed to the 
occasional operator undertaking so simple an 
operation as appendectomy, when it is a fact 
that many general practitioners do appendecto- 
mies with excellent results. 

My reply is that, while in ninety-nine cases 
out of a hundred times the location and re- 
moval of the appendix is a comparatively sim- 
ple affair, circumstances may arise which will 
baffle even an experienced surgeon. One who 
is not an absolute master of abdominal surgery 
will occasionally be compelled to close up the 
incision without having accomplished anything. 

I could narrate many an incident illustrative 
of the point in question, but shall restrict my- 
self to two personal observations: 

A general practitioner and occasional op- 
erator had a young man, with symptoms of 
chronic recurrent appendicitis, in the hospital 
and opened the abdomen, found the appendix 
without any difficulty whatever and removed it. 
The interne then remarked that, as the ap- 
pendix appeared normal, the trouble must be 
elsewhere and advised search in the immediate 
vicinity. A Meckel’s diverticulum was found 
and, now, our surgeon stood there as helpless 
as the proverbial animal in front of the 
mountain. Fortunately, I happened to be near, 
was sent for and the operation was concluded 
under my tutelage without my participating 
directly. 

A humorous incident in connection with this 
case may prove of value to you. After the 
operation, we all were in the smoking room 
and I asked the young surgeon what he would 
have done if I had not been around. 

“In that case,” he replied, “I should have sent 
for a textbook and looked up the subject, while 
just maintaining the slightest possible anes- 
thesia.” 

“In that case,” I replied, “you would have 
been out of luck, because this hospital has only 
textbooks for nurses.” 

And the moral of it is, that the time to be- 
come familiar with the technics of such com- 
plications as kinks, adhesions, diverticula and 
“veils” is before and not during operation. 

A general practitioner and occasional surgeon 
(now a famous throat surgeon,) sent for me 
while I was operating in a small hospital, some 
years ago, to help him out in the adjoining 
operating room. As my case was virtually fin- 
ished, I turned my patient over to the interne 
and assistant and stepped to the other operating 
table. It was the case of a young woman who 
had suffered from repeated attacks of pain in 
the right side which was correctly diagnosed 
by Dr. *** as appendicitis. The surgeon showed 
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rotated the cecum 
east, west, south and north; but there was no 


me the cecum and ileum, 


trace of an appendix and, as the young woman 
had never been operated upon, the doctor asked 
me whether this was not an interesting anomaly 
and, if not, whether the appendix had not be- 
come absorbed. 

I grasped the cecum and, after feeling by 
compression the posterior wall, asked for a 
knife, gently slit the cecal wall in the middle 
and, as the slit was enlarged, a cord-like ap- 
pendix, five and one half inches long, 
easily shelled out from its bed, amputated and 


was 
the slit closed with a running suture of fine 
catgut. 

Professor Eduard Sonnenburg, of Berlin, 
who, in my opinion, must be looked upon as 
one of the greatest authorities on appendicitis, 
narrates an experience which I quote in ex- 
tenso: 


Miss B., a Russian, underwent three opera- 
tions, one for abscess and two on account of 
fistula. The acute attack had taken place two 
years since. Healing of the fistula had been in 
vain, as far as surgical results are concerned. 
The fistula would always open after temporary 
closure. 

On operation (by Sonnenburg) undertaken 
because it was suspected that the appendix 
was still present, the peripheral end of the scar 
was found adherent to the appendix, emptying 
therein its secretion. The central part of the 
appendix was completely separated from the 
cecum by constriction, so that it continued to 
exist as a separate intestinal piece, nourished 
by a broad mesentery and emptying its con- 
tents from time to time into the fistula. Liga- 
ture of the broad mesentery, removal of the 
appendix, and excision of the scar was _ fol- 
lowed by complete cure. 

In this connection, I cite one of my cases: 


The son of a Chicago physician, aged twenty, 
had suffered from time to time from attacks of 
“colic” which lasted a few hours. 
a traveling salesman and, while in Pittsburg, 


He became 


was taken sick and sent to Mercy hospital. An 
abscess pointing a little above and to the right 
of the umbilicus incised and drained, 
pending my arrival from Chicago. When I saw 
the patient, the following day, his condition 
was satisfactory. 


was 


I advised against any fur- 
ther procedure at that time, with the under- 
standing that the next attack would mean 
search and removal of the primary focus—the 
appendix—if physically possible. The patient 
came back to Chicago and did well for several 
months. At about ten one evening, he expe- 
rienced one of his old typical attacks and noti- 
fied me to come to the West Side hospital, 
where, at midnight, I opened the abdomen. 
Reaching the cecum was possible only after cut- 
ting my way through several sheet-like ad- 
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hesions. The best description of these ad- 
hesions is perhaps given by the statement that 
these “layers” looked like blood-soaked sheets 
of paper, one on top of the other. When the 
cecum was finally exposed, I found a remnant 
of the appendix, which had assumed the shape 
of a thick, triangular tumor, the interior of 
which showed ulcerated mucosa. This was 
resected atypically, the hole in the cecal wall 
closed by three layers of Czerny-Lembert 
sutures and the entire closed without drainage. 
Fifteen years have elapsed since the operation 
and the patient has been in splendid health 
since. 
When To Operate 

As alluded to before, appendicitis is a sur- 
gical disease and the question that presents 
itself is not, whether to operate as much as, 
when to operate. 

There is no dearth of theories. Some teach 
that immediate operation is life saving whereas 
an operation after 36 hours is sure to be fol- 
lowed by death. 

The so-called Ochsner treatment has caused 
a good deal of confusion and misunderstanding, 
so much so that I myself have met physicians 
who told me that they could cure any case by 
starvation, rest, the ice-bag and opium. 

I have spoken to others who would rely on 
the blood count as an oracle of prognosis; yet, 
this diagnostic method, valuable as it is, does 
not give a clue to the actual pathology. 

We confront therefore the following situa- 
tion: Error in diagnosis is possible even with 
socalled pronounced appendicitis symptoms. 
Prognosis is uncertain. Therapy must be sur- 
gical if applicable at the right moment. When 
is the right moment? 

Let us take up my own experience, group the 
more or less typical cases and see whether or 
not we cannot obtain some landmarks which 
will prevent us from getting off the proper 
road. 

(To be continued.) 


INTRAVENOUS INJECTION OF 
ACRIFLAVINE 


The following is quoted from an article by 
Browdy, published in the October, 1921, number 
of The Practitioner: 

“In the treatment of acute gonorrhea, one 
feels that something better is necessary than 
the ordinary routine methods, and it occurred 
to me that, possibly, the intravenous injections 
of acriflavine might be of value. Prof. Carl 
Browning informs me that 300 Cc. of a 1:1000 
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solution has been injected intravenously into a 
man without ill effect; but it is advisable to 
make the injection slowly; that is, at the rate 
of 50 Cc. per minute if a 1:1000 solution is 
used, or 25 Cc. per minute if the concentration 
is 1:500. I treated several patients, suffering 
from acute gonorrhea, by this method and ob- 
tained extremely satisfactory results. I used 
the original ‘606’-two-way stopcock syringe, and 
injected 200 Cc. of a 1:1000 solution on the 
first day, and 300 Cc. on the third day. The 
solution was made with sterilized normal saline 
solution and filtered through sterilized gauze. 
Within two hours, the flavine could be detected 
in the urine by its greenish-yellow color and, 
seven days after the injection, it was still no- 
ticeable. The day following the injection, the 
urethral discharge had greatly diminished and, 
by the seventh, the patient was dismissed as 
cured. 

There was no relapse. No adverse symptoms 
were observed after the injection; patients 
went about their work as usual. As the greater 
part of the drug is excreted in the urine, it no 
doubt exerts its action on the urethra; but I 
am inclined to think that there is also some 
action on the blood.” 


URETHRAL IRRIGATION 


The remedy principally used by Browdy for 
irrigating the urethra in the treatment of gon- 
orrhea is a 1:3000 solution of acriflavine. He 
says that he has used it for two years, with 
results far superior to those obtained with 
potassium permanganate. It is soothing to the 
inflamed urethra, it has great penetrating 
power, and is very bactericidal; the discharge 
usually begins to diminish within two days. In 
some cases, for some unknown reason, it seems 
to have no effect, and occasionally (but very 
rarely) patients complain of dysuria. The lo- 
tion must be used as hot as can be borne by 
the patient, as heat is a deterrent upon the 
growth of the gonococcus. If the discharge 
has not materially diminished by the third day, 
he discontinues the drug and uses potassium 
permanganate (1:4000). After the purulency 
has diminished and the thread stage is reached, 
he prefers to discard flavine, believing that it 
has no astringent property, and changes to a 
strong solution of potassium permanganate or 
zinc permanganate (1:8000). He is of the 
opinion that a good many cases of folliculitis 
and urethral abscess are due to the employ- 
ment of too-astringent solutions in the early 
stage. 
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Talks About Professional and Personal Problems 
Conducted by WM. RITTENHOUSE, M. D. 
An Example of Moral Courage 


R. ERNEST THOMPSON SETON, 
Mer noted writer on animals, has fre- 
quently been held up by the antivivisectionists, 
as a distinguished example of the kind of people 
who join their ranks. But, it seems it was an- 
other case of twisting the facts, a manceuvre at 
which antis in general are very expert. He 
was a member of the Vivisection Investigation 
League, a name which would naturally sug- 
gest fair-mindedness. Investigation is per- 
fectly legitimate and sounds well. Having 
known Mr. Thompson personally, I doubted 
very much that he could be in sympathy with 
the type of people who were most active in 
the league. And it now appears that my 
doubts were well grounded. He found that 
the name was a cloak for narrow-mindedness 
of the most bigoted type. He has resigned 
because the League was opposed to all experi- 
ment on living animals, also to the work of 
the Pasteur Institute, the Rockefeller Institute, 
and all similar laboratories. The Outlook 
quotes from his letter of resignation as follows: 

“While in Washington, last winter, I was 
amazed to learn from antivivisectionists that 
I had no right to save my wife’s life at the 
expense of a horse’s life. I am a lover of 


animals, but I set human life above animal 
life. 


“These people had the assurance to quote 
Christ in support of their contention—‘Are not 
five sparrows sold for two farthings, and not 
one of them is forgotten before God?’ It was 
characteristic of them that they should leave 
off the real thought of the saying, because it 
was against them. However, I was able to 
supply it thus: ‘Fear not, therefore ; ye are of 
more value than many sparrows.’ (Luke XII, 
6, 7)” 

Mr. Thompson is to be congratulated upon 
taking this stand, knowing that it was sure 
to bring upon his head an avalanche of abuse. 


The Outlook also quotes from Cardinal 
Dougherty, Archbishop of Philadelphia, who, 
in reply to a request for his opinion on animal 
experimentation, says, among other things: 


“If, then, to preserve, or restore health, to 
prolong life, or even to seek pleasure, it is 


permissible to inflict pain and death upon infe- 
rior forms of animal life, why may not the 
scientific man, for the common good, experi- 
ment on lower animals, especially when he 
takes every precaution against unwarranted 
infliction of pain by the use of anesthetics and 
by antiseptic methods? 

“Man is the chief beneficiary. For, it has 
been mainly owing to these experiments that 
great discoveries have taken place regarding 
the nervous system, bone growth, the blood, 
digestion, infections, serums, antitoxins and 
vaccinations; and, without vivisection, little or 
no progress would have been made in physiol- 
ogy, pathology, bacteriology, and therapeutics. 
To forbid vivisection, would be to hamper 
science, to do a mischief to the human race, 
and to foster misplaced sympathy.” 

I wish I could say to every anti in the land: 
Come, let us reason together. I want to know 
the right, and I am sure you do. We differ 
only as to what is right. I ask you to con- 
sider whether you have not been misled by 
designing persons as to the facts. 

What does real pity mean? Should it not 
cover children as well as animals? 

My horses, my dogs, have all been my 
friends. I loved them just as I love children, 
flowers, and all helpless and beautiful things. 
I would not inflict cruelty upon them. I would 
do all in my power to banish cruelty from the 
world, because it is fiendish. But, it is not 
cruel to inflict unavoidable pain for the pur- 
pose of preventing far greater pain and even 
death. As I said before, I love animals. I 
enjoy their companionship. I feel honored 
by their trust and affection for me. I admire 
the faithfulness and patience with which they 
serve us. When I see what good use they 
make of their limited intelligence, I feel that 
we might often copy from them. To say that 
they have no minds and do not reason, is tc 
fool ourselves by juggling with words. Cali 
it mind or what you will, they show affection, 
jealousy, fear, trust, joy, and grief. They 
have the same faculties and emotions as we, 
only some of them are in lesser degree. 

My dog sits by my side. He lays his chin 
trustingly on my knee, and his eyes look up 
into mine with something that is as old as the 
world, but that can not be put into words. | 
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say to him: “Prince, I am so sorry you can 
not talk?” He replies with a sound between 
a whine and a howl that says as plainly as 
words: “So am I!” But, he does talk. When 
I have been away for days, he welcomes me 
back with the language of tail, body, face, and 
eyes. He even laughs. He shows his teeth, 
and the lines of his face indicate that it is 
a grin of joy. 

And, yet, much as he is to me, my child is 
more. Just as, with aching heart, I would 
send my son to the battlefield if it were neces- 
sary to save my country, so would I sacrifice 
my dog if need be to my child from 
suffering and death, and not only my child, 
but millions of other children, now and in the 
ages to come. They are of more value than 


Save 


many dogs. 

Let us never forget how, at the close of 
the Cuban War, several officers and men vol- 
untarily gave themselves to be experimented 
upon for the purpose of settling the question 
whether moscuitoes do really carry the in- 
fections of yellow fever and malaria. Several 
of these heroes died, martyrs to science for 
the welfare of their fellow men. To them 
we owe the fact that yellow fever and malaria 
have been robbed of their terrors. If it was 


right for these heroic men to suffer and die 
for millions of their fellows, why should it 


be wrong to use a few homeless, worthless 
dogs, or a few guinea pigs for a similar object? 

To correct a popular misapprehension, I 
want to state that the horses that furnish the 
antitoxin for diphtheria are not tortured and 
do not die from the experience. They are fine 
specimens of horseflesh, selected for their per- 
fect health, and in the whole process they 
suffer no more than does a person who takes a 
hypodermic injection of serum to immunize 
himself against typhoid fever. The stories 
about saving a child by torturing and sacrific- 
ing a horse are the pipe-dreams of ignorance 
and malice. 

Should the Doctor Mix in Politics? 

It depends somewhat upon the meaning you 
attach to the word “politics.” In the minds 
of too many people, it means being faithful to 
your chosen party. And, right here, lies the 
root of most of the evils from which we 
suffer politically. Most voters attach them- 
selves to their favorite party to support it 
through thick and thin. The motives, that 
lead them to select one party rather than the 
other, are often of the flimsiest character. 
Perhaps they join a certain party because their 
fathers belonged to it and, often, they are 
quite proud of that fact. We may hear a man 


PRACTITIONER April, 1922 
boast that he has voted “straight” for fifty 
years, as if it were a praiseworthy thing to 
have let somebody else do his thinking for him 
during all that time. Some belong to a given 
party because their neighbors do, and, oftenest 
of all, they adopt the party of their favorite 
newspaper, although they know that thus they 
hear only one side while the other is ignored. 
This tendency to follow a leader, like a flock 
of sheep, meets exactly the approval of those 
who call themselves “practical politicians” and 
who talk about this or that man being able to 
“deliver” a precinct or a ward. What a com- 
mentary on American citizens, that they can 
be “delivered” like a herd of cattle! These 
practical politicians are in the work for what 
there is in it, although they are not always as 
frank as was a certain Chicago alderman of 
thirty years ago. A shady measure was under 
consideration, and a few who still had a little 
conscience left hung back. The leader ex- 
claimed: “Why, what are we here for? 
our health?” 

The reason why such numbers of unscrup- 
ulous men are drawn into politics is, because 
of the tremendous prizes which we, the people, 
have foolishly left within their grasp. Not 
only does a political victory mean a lot of 
offices with easy work and fat salaries, but, 
what is infinitely more profitable, opportunities 
for graft that are almost unlimited in their 
productiveness. No legitimate commercial en- 
terprise affords such “get rich quick’ oppor- 
tunities, not only for the office-holder but for 
his friends. And we have let this thing grow 
until it has become strong enough to snap its 
fingers at us. : 

It is so easy to say, “Well, we can not 
change it; why worry?” But, I say, we must 
change it, or this Republic will meet the fate 
of Rome. And, we can change it if we are 
sufficiently in earnest about it. We have had 
plenty of instances showing that, when the peo- 
ple are really aroused, they sweep all before 
them. 

Changing the conditions must be a process 
of education, and there are two things espe- 
cially that this education must aim at. First, 
to bring the voter to see that loyalty to the 
people is a higher duty than loyalty to a 
party; and, second, to be less credulous, less 
gullible, less ready to believe lies. There are 
good men and bad men in all parties. We 
must try to have voters learn that character 
counts, and that lies against a man of probity 
should receive the contempt which they merit. 

Take the city of Chicago today as an exam- 
ple, with all its crime, graft, and open flaunt- 
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ing of vice, its cattle-car transportation, its 
slaughter of people by automobiles and holdup 
men, its outrageous taxes. In the face of all 
this, if we could put our public affairs into 
the hands of a commission of half a dozen 
of our most successful leaders in big business, 
men like Samuel Insull, for instance, in two 
or three years the change would be so great 
that, instead of our city being, as now, a para- 
dise for crooks, it would be a good place to 
live in and a good place to bring up a family 
in. And it would cost less than the present 
system. 

But, it is no wonder that business men of 
established character and unblemished reputa- 
tion, hesitate to accept public office when they 
remember the lies and abuse heaped upon a 
Lincoln, a Roosevelt, or a Lowden. I believe, 
however, that the world is growing a little, 
a very little, better; for, I can remember the 
vilification heaped upon Lincoln from press 
and platform, and, shame to say, from pul- 
pit; and I observed that that dealt out to 
Roosevelt was a little milder, less indecent. 

We have had many instances lately of the 
gullibility of the public. Our political machines 
know that, if they only lie hard enough and 
long enough about a man or a measure, plenty 
of voters will believe them. This is equally 
true whether they are trying to pull down a 
man of character or to boost a scoundrel, an 
incompetent, an ignoramus. We need not go 
far from home for abundant illustrations of 
this statement. 

Coming back to our first question, Shall the 
doctor engage in politics? I would answer, 
by all means! Not that he should lend his 
support to machine politics, but that he should 
regard his ballot as a civic trust, and use it 
where his judgment tells him it will do the 
most good irrespective of party. But, always 
use it. The voters who have become disgusted 
and stay away from the polls are playing into 
the hands of the enemy. 

It would also be a great benefit to the pub- 
lic as well as to the medical profession if we 
had more doctors in Congress and in our 
state legislatures. True, it involves a serious 
sacrifice to most medical men to give their 
services as law-makers; and the profession 
owes a debt of gratitude to the few who have 
done it. The past year has produced instances, 
both at Washington and at Springfield, of good 
work done by the little group of medical men 
who stood against bad legislation. I am only 
sorry that I have not the data at hand to 
give the names of this roll of honor. 

Should a docter make a political speech? 
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It is said that he would make enemies, be- 
cause he has patients in both parties. It de- 
pends upon the circumstances and upon the 
speech. If he makes it plain that good govern- 
ment is his object, I see no reason why he 
should refuse to exercise his rights as a 
citizen. If he is strongly partizan in his 
speech, he will probably do more harm than 
good; but, if he is temperate in language, if 
he counsels his hearers to think for themselves, 
to be careful about being too credulous, and 
to demand character in their candidates, he 
will do some good, and will not offend any 
reasonable patient. 

In endeavoring to take the big prizes out of 
politics, a study of the Canadian system would 
be well worth while. Of course, this would 
arouse the prejudices of some of our people 
who hate everything British. Yet, why should 
it? It is no disgrace to learn from our neigh- 
bors. There, the majority of local and munici- 
pal offices are not filled by election; conse- 
quently, the prizes to be fought for are much 
less. When an official’s work is satisfactory 
to the public, his position is secure for life, 
and that is some inducement for men of char- 
acter and ability to seek such positions. 


Vaccination Upheld. 


It is encouraging to note that Judge David 
of Chicago upheld the right of the School 
Board to exclude unvaccinated children from 
the schools when smallpox is epidemic. He 
maintained that vaccination is the only recog- 
nized means of protection against smallpox, 
and that the present epidemic constitutes an 
emergency within the meaning of the law, in 
which it is the right and duty of the School 
Board to protect the community from a grave 
danger. 


It is highly desirable that more judges should 
see so clearly the logic of the situation. The 
evidence for the efficacy of vaccination is so 
overwhelming that it is difficult to see how the 
antis can justify their attitude to their own 


consciences. I once had a patient who was 
rabidly opposed to vaccination. In his duties 
as an undertaker, he was exposed to smallpox 
and, several days after, he sent for me. He 
was very sick. I looked him over and said to 
him, “George, you are up against it.” He ex- 
claimed, “My God, my wife and children! Can 
you save them?” I said, “I can vaccinate 
them, but you don’t believe in it.” He replied, 
“I’ve been a fool. Go ahead and vaccinate 
them without losing a minute.’ He went to 
the pest house, had a very bad case, nearly died, 
and finally came home with the most terribly 
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disfigured face I have ever seen. His nose was 
nearly eaten away. Did his antivaccinationist 
friends, who had misled him, learn a lesson? 
They did not. They remained as rabid as ever. 
That type of mind is not affected by evidence. 
Facts mean nothing to them if they conflict 
with their theories. I believe that the desire 
to be “contrary” is the largest factor in their 
attitude, as it is in that of many anarchists. 
Some Questions Answered 
G. S., Ore—Please give your opinion of 
Einstein and his theory of relativity. 
Ans. I am not ashamed to say that I do 


not understand him—yet. I am always a little 
chary of people who talk as he does. Until 
he can make himself clearer than he has done 
as yet, I intend to pigeonhole him along with 
those peculiar philosophers who say there might 
be a world somewhere where two and two 
make five, and with those who claim that there 
is a fourth dimension. I know what they 
mean, but I deny that it is a dimension. To 
this menagerie, I must add the Cubist and the 
Futurist who paint such pictures as the “Nude 
Descending a Staircase.” I do not regard it 
as a mark of brains to have a great admira- 
tion for what we can not understand. 

It was Henry Adams who said: “Philosophy 
consists chiefly in suggesting unintelligible an- 
swers to insoluble problems.” 

And it was Punch who paid his respects to 
psychoanalysis by parodying the Mikado thus: 
renee lamented Gilbert once composed a lit- 

tle list 
Of the various social nuisances who never 


would be missed, ; 
But, latter-day developments provide an ample 


grist 
To the mills of those desirous his inquiry to 


assist 

To begin with, there’s that deadly bore, the 
educationist 

Who seeks to merge the teacher in the termi- 
nologist ; 


Then, to turn from fact to fiction, there’s the 
luscious amorist 

Who delights to tell of kisses which by him 
were never kissed; 

But, third and worst is he who with a muck- 
rake in his fist 

Usurps the pompous title of a psychoanalyst.” 


R. S. A., Ont.—Can piles be satisfactorily 
treated without operation? 

Ans. Some can; some can not. Probably, 
not more than one case in ten needs operation. 
Nature will cure most cases if we remove the 
causes. One of the commonest causes is an 
excessively tight sphincter. This is_ easily 
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treated by gradual dilatation. Another cause 
is constipation, and this is mainly due to glut- 
tonous eating, and neglecting the calls of nature 
to empty the bowel. Eat a sensible diet, with 
discretion, drink plenty of water, avoid violent 
cathartics, and keep the sphincter so that it 
will pass a one-inch dilator without pain, and 
most cases of piles will disappear. Of course, 
where a pile has formed like a cherry on a 
stem, the quickest and best way to deal with 
it is by removal. Then, too, a certain class 
of people like to have an operation, so as to 
have something to brag about to their friends. 
When a few of these get together, they have 
an organ recital, and the one who has lost 
the largest number of organs is the heroine of 
the meeting. 

In treating a tight sphincter by gradual dila- 
tation, it is best to have three or four sizes of 
conical dilators. They may be obtained from 
any instrument house, either of hard rubber 
or aluminum. I prefer the rubber. The amount 
of dilatation made at each treatment depends 
upon the firmness of the sphincter muscle. A 
steady pressure just short of severe pain, with 
the dilator, for from five to ten minutes, and 
repeated every other day, will usually give ex- 
cellent results. It is remarkable how much 
relief even a single treatment will give to an 
inflamed pile. People call any painful condi- 
tion about the rectum by the general name of 
piles, and nearly all of these conditions are 
benefited by loosening up a tight sphincter. 
If this fact were more generally known, much 
suffering might be saved. Even in fissure, 
relieving the grasp of a tight sphincter helps 
greatly and often is all the treatment needed, 
besides a soothing ointment. 


B. V. D. (Ominous initials!) writes: “What 
shall we do now? Formerly, when we went to 
Chicago to see the sights, we got cricks in our 
necks and sunburned the roofs of our mouths 
admiring the sky-scrapers; but, now, as the 
flappers parade the Boul. Mich., our eyes are 
drawn downwards towards the galoshes (and 
above them). What to do! We have to miss 
one or the other. Help! Help! 

Ans. Follow Edward Everett Hale’s advice: 
“Look up, not down.” 

W. H., Ohio, asks: What ought to be 
done to those people who call Moore, more— 
Roosevelt, ruzavelt— Holstein, holsteen — 
cupola, cupalow—and asphalt, ashfault? 

Ans. Rub their noses in it, and, if that does 
not cure them, shut them up with the party 
who prefixes every sentence with: “Say, listen!” 
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Let us learn as we go, but not forget what we know 


Conducted by GEORGE H. CANDLER, M. D. 


The Patient Ass 





adocileanimal. He bears the burdens laid 
upon him and only brays his disapproval under 
extreme provocation. The ass is driven—he 
almost seems to like it—Burt he rarely, if ever, 
is driven to desperation and, if he is, he just 
lies down. Let us now contemplate more 
closely the ass and his driver, the asseteer. 
(I take it, of course, that, if the driver of 
mules is a muleteer, the boss of asses must 
be an asseteer.) The latter term may be 
loosely defined as “one who takes the assets 
from the asses.” 

If there is a mirror convenient (I have 
one in front of me) you will be able to see 
(at least, I think so) an adult, able-bodied ass 
in repose. By stretching your imagination 
a little, you will be abel to visualize at least 
some of the asseteers who burden you. They 
are with us always; always thinking up some 
new way of making our life less worth living 
and, incidentally, of depleting our assets and 
adding to their own, Washington is full of 
’em. Every State Capitol has its select coterie. 
And, strangely enough, these asseteers are gen- 
erally more asinine in their procedure than 
the asses they exploit. Just at present, they 
are springing (among half a hundred others) 
some ideas which could only emanate from a 
decidedly senile and paretic ass. F'’rinstance 
this: 


T HE ass (equus asinus), my brethren, is 


An Act for the Prevention of Hereditary 

indness 

“Section 1. If a visual defect exists in a 
man or woman who is about to marry, or in 
a blood relative within the third degree of 
either party, and, if any taxpayer fears that 
the children of such a union may become more 
or less blind and, therefore, public charges, 
then such taxpayer, on guaranteeing the costs, 
may apply to the county court for an injunc- 
tion against such marriage. 

“Thereupon, the judge shall appoint at least 
two persons to advise him concerning the prob- 
ability of the further transmission of the 
eye defect. One of the experts thus called in 
consultation by the judge shall be a professor 





of sociology, biology or genetics in one of the 
universities of the state, or one of the staff 
of the Eugenics Record Officers of the Car- 
negie Institution or any other person whom the 
judge may consider to be also well versed in 
the usual manifestations of heredity. The 
other expert shall be a legally qualified physi- 
cian well versed in the diseases of the eye.” 

Contemplate, fellow-specimens, the results 
which may (indeed, will) follow the enact- 
ment of such a statute! Mary would marry; 
but, her Aunt Samantha has a wall-eye and 
her second cousin removed is extremely short- 
sighted. Up jumps the inevitable indignant 
old tax-payer and applies for an injunction 
against such marriage. “Thereupon, etc., etc.” 
Somebody is going to “get theirs” before Mary 
marries, or, perchance, some asseteer of a judge 
(there are such things), aided and abetted by 
some professor of sociology, biology or gen- 
etics (an A. S. S., of course) and a physician 
well versed in looking “into the other eye” 
will prohibit the ceremony and poor Mary 
will “go bad.” And we, docile creatures, per- 
mit the asseteers to pull thing like this every 
day! 

Here’s another: Hee Haw! 

Some months ago, in Brooklyn, a woman 
who had evidently loved very well but not 
wisely, shot a doctor of excellent reputation 
and claimed that she did so because he had be- 
trayed her when she consulted him profession- 
ally for some ailment peculiar to her sex. 
According to her own story (the doctor was 
dead and could not talk), she was “betrayed” 
about as often as she visited him—and she 
was a very regular patient! Each time she 
went she was “overpowered” by the brutal doc- 
tor and, after each overpowering, she remained 
and discussed his patients and current topics 
with him. Then, after a time, she married 
and told her husband of her “horrible experi- 
ence.” Not content with that, she went back 
and informed the doctor that now she was a 
wedded wife and must not be “overpowered” 
by him any more. But, as she says, she was, and 
so, ultimately—I am inclined to think it was 
when the doctor was beginning to lose his 
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fearful strength—driven to despair, she went 
and shot him quite dead in his own office. 
There, in brief, is the wretched story upon 
the strength of which the asseteers got busy 
and introduced a bill in the New York Legis- 
lature which, if passed, will make it compul- 
sory for a male physician to have a female 
attendant present when examining female 
patients! Isn’t that enough to make even such 
apathetic asses, as we have heretofore proven 
ourselves to be, get up and kick—not merely 
Bray, but Kick! We may be asinine, but 
we are not blackguards; we may be “Doc’d” 
by asseteers, but we simply must not let them 
dock us of our reputation; for, asses though 
we be, other members of the herd entrust—as 
they have long entrusted—their wives and 
daughters to our care, and, thank God! few, 
indeed, have been the men who took even a 
remote advantage of such confidence. 


As a matter of fact, the doctor pursuing 
gynecological or obstetrical work finds little 
indeed to arouse eroticism. Now and again, 
his patients may be so afflicted, but the very 
conditions prevent the doctor from so respond- 
ing, even did his breeding and professional 
training not prove sufficiently inhibitive. I 
have practiced many years; young, middle-aged 
and old women have passed under my hands 
and I merely state it as a matter of fact that 
at no time could I have made love to a female 
while under direct professional care. That 
would have been—is—impossible. I think that 
other men feel just the same way about it. 
ALL gentlemen do. 

Again, I pray you, contemplate the asininity 
of the asseteer! He shoves a female attend- 
ant upon the doctor quite regardless of the 
fact that she might, when they twain are not 
examining a woman patient, make sheep’s eyes 
at him—or he at her—with the result that, “as 
Satan finds some mischief still for idle hands 
to do,” there would be more “overpowering”— 
this time, of the legalized attendant. That, of 
course, would naturally lead to the introduc- 
tion of a police dog to protect this poor female 
from the fell clutches of the male medico! 

In the name of Buddha, Brahma and Con- 
fucius—not to mention the Red Gods and 
Balaam’s Ass!—let us cease to be asses and 
kick some of the most asinine ASSeteers into 
oblivion. If we don’t, we shall ultimately be 
mere asset-producing “its.” I’d hate to be 
Tuat, wouldn’t you? Let’s be heard from. 
I'll Assist! 

P. S—Webster assures us that “the ass is 
slow but very sure-footed.” We shall arrive! 
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Just Warts 


I am so deflated by perusing a thesis upon 
“The Comparative Compensatory Circulation 
in the Cerebral Convolutions as Demonstrated 
by Suspending a White Rat by Its Caudal 
Appendage” that I find it necessary to dis- 
cuss some simple “little thing,” and we have 
been taught that life itself is made up thereof. 
Therefore, gentlemen, bear with me while I 
consider the common every-day verruca: Fr., 
Verruse; Ger., Warze; or, as hoi polloi have 
it (they usually have), wart. 


Verruca vulgaris, so frequently observed 
upon the digits of people, of all ages, occupa- 
tions and degrees qf morality, is, I was taught 
“a variously-sized circumscribed epidermal and 
papillary growth which may be soft or hard, 
averaging in size of the ordinary pea (whether 
French or Marrowfat, is not stated), round, 
slightly flattened and elevated. It is, as a rule, 
of slow growth, at first smooth, but later, the 
surface becomes (partly in consequence of the 
hypertrophy of the papille but chiefly of the 
rete proliferation) rough and irregular with 
minute elevations.” I distinctly like that last 
sentence. For, the wart is all this and a whole 
lot more that the eminent authors of large 
volumes upon diseases of the skin charitably 
omitted to mention. 


Scientifically, then, the wart is as above 
described. Cosmetically, it is a serious blemish. 
Professionally speaking, it is a blamed nuisance 
and a destroyer of reputations; and, personally 
speaking, anathema! Talking mildly like this, 
I am of course thinking only of the ridiculous 
seed warts which Samuel Crusoe Smith, Jr., 
acquired by consorting too closely with a toad, 
or Clarice Eloise Juanita Jones (eleven and 
advanced for her age) contracted (her mother 
claims) by swinging hands with that intrepid 
youth. When I think of other warts I have 
seen—and treated—I blush, and words fail me. 
So, I sadly remember, did most of the rem- 
edial measures I instituted. 


Did I not feel reasonably assured that some 
of those who read this will have had similar 
experiences and can sympathize with me, I 
probably could not continue—or would digress 
and consider the human wart (also common) 
who at various times has caused me deep 


sorrow. It may not be too much to hope that 
a few of you have encountered and treated 
him, too. Yes? Doubtless, then, you have 
observed the fact that he at first “is smooth 
but later becomes hard and irregular”’—espe- 
cially about the bill? 
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To return to the hand-variety of verruca: 
I cannot agree with those who assert that the 
wart has its origin upon the teats of milch 
cows and, without more definite evidence, I 
acquit the toad of direct complicity; no mat- 
ter how “moist” he may be. I am quite sure 
that I handled toads, frogs, lizards and every 
other thing that couldn’t run faster than I 
did and I never had a wart upon my hands. 
But, thereby hangs a tale. I did, when about 
ten years of age, develop an extremely deli- 
cate pink filiform wart upon the exact muco- 
cutaneous line—superior dexter aspect—of my 
upper lip. Young and naturally trustful (I 
still am), I allowed someone to tie a horse- 
hair around my antenna and, after a day or 
two, it fell off; but, alas; two grew where 
it had waved alone. Just as they attained a 
reasonable maturity, the family doctor chanced 
to call and wandered with me to pick and eat 
apricots which grew upon trees carefully 
trained against a stone wall. As we went, he 
looked at my filiform verruca and then at a 
plant growing in the shade of the wall. He 
stooped, snapped a stem off and, bidding me 
stand still, applied the milky juice which ex- 
uded therefrom to those warts. Before I 
returned to the house, my lip itched; I rubbed 
it with my handkerchief and those two warts 


came off and have never reappeared. Remem- 
ber, they were filiform warts and on my lip. 
The plant supplying this “removed while you 
wait” acrid juice was the Great Celandine 


(Chelidonium Majus). Naturally, since that 
period, I have steadfastly believed that Medico 
to be one of the most wonderful men of all 
time and, as occasion offered, have applied to 
warts—filiform, acuminate or flat—not only 
the fresh juice of the garden celandine but 
that of every plant I ran across supplying a 
like milky substance. 

In most instances, I am sorry to have to 
state, the warts continued to grow, slowly, as 
is their wretched habit, but most persistently. 
In a few—a very few instances—the things 
disappeared more or less suddenly. But, then, 
I have seen them do that after they have been 
rubbed three times with a tooth shed by some 
juvenile member of the family, the said tooth 
being subsequently cast over the left shoulder 
into running water. I have also seen five 
very healthy and progressive warts which had 
defied salicylic, lactic and chromic acid, to say 
nothing of resorcin, nitrate of mercury, caustic 
potash, etc., etc., disappear within a week after 
an octegenarian had spat on them and mum- 
bled the Lord’s Prayer backwards. 

Therefore, at this point, I beg to register it 
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as my opinion that warts are constitutionally 
contumacious and congenitally cussed. 

The gentleman who has been for the last 
fifteen minutes burning to arise and ask why 
I don’t mention electrolysis and the snipping 
off of filiform warts with curved scissors, to 
say nothing of dissecting out the flat or acumi- 
nated specimens, may be gratified to know 
that I have at least tried all these methods— 
often to the great discomfort of my patients— 
and still, in most cases, the warts won. Why 
shouldn't they? They have no sense or they 
wouldn’t stay mere warts but would become 
cornu cutaneum or something dignified and defi- 
nitely removable. 

That warts are mildly contagious, I am sure. 
That a “mother wart” rudely scraped and 
made to exude blood can beget:a beautiful 
crop of wartlets, each of which may again 
acquire the mother instinct, I am equally posi- 
tive. 

Stelwagon states that a gentleman was under 
his care, with warts on the hand, who asserted 
that his fiancée had subsequently presented sev- 
eral similar growths. Merely another evidence 
of the utter lack of decency in the wart—be- 
traying thus the movement of the hand that 
supported it! One shudders to consider the 
possibilities of such utter depravity. As a 
matter of self-protection, every girl should, 
before holding any fellow’s hand, demand a 
certificate from her family physician that he 
(the fellow) has no warts. I think, a bill 
making such procedure compulsory should be 
introduced at the earliest possible moment. 
Surely, some of the acuminate variety of legis- 
lative warts will recognize the seriousness of 
the situation and act? They’ve done equally 
brilliant things before. Here is another oppor- 
tunity to show the stuff they are made of. 

In this connection, it may be well to state 
that inoculation experiments have been suc- 
cessful and it is now quite possible for the 
young practician, consumed with jealousy at 
the attention his Juliana is receiving from some 
other swain, to inveigle him up to his office 
and there feloniously and with malice afore- 
thought inoculate him with warts. Later, per- 
haps, he may have the profound joy of being 
able to refuse to issue a certificate, thus pre- 
cluding the rival (if he be a “human wart’’) 
from holding Juliana’s hands. 

This general idea is submitted for the atten- 
tion of some ambitious scenario writer, with 
the suggestion that he produce something 
with the title, “William of the White Wrists,” 
or “The Wartless Wedding.” The story will 
develop the fact that William, inoculated with 
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warts by a wicked third-year medic, was cured 
and given a certificate which enabled him to 
legally “hold hands,” by a learned and benev- 
olent M. D. (with side whiskers) familiar with 
the remarkable antiwart properties of two such 
harmless drugs as magnesium sulphate and 
thuja occidentalis. Not having the slightest 
desire to star myself as the aforesaid 1. and b. 
I am passing on the fact that, in 
my hands at least, these two remedial agents 
have proven most effective in removing ver- 
ruca yulgaris. The filiform variety usually 
found upon the face, neck and eyelids, should 
be snipped or tied off and v. acuminata (vene- 
real warts; condylomata) be first cleansed 
thoroughly, with a reasonably strong chlora- 
zene solution, dried and then soaked thoroughly, 
twice at least each day, with thuja. They will, 
in most cases, wither and die miserably within 
the week. 

The ordinary wart (in which we are most 
interested) should be scraped or rubbed down 
till slight bleeding occurs and then swabbed 
with thuja. If convenient, it may be covered 
with a cotton pledget saturated with the fluid. 
Internally, the patient will take 1 to 2 grains 
of magnesium sulphate, three times a day for 
ten days or longer, as may be necessary. If 
the warts are numerous and rebellious, arsenic 
in minute doses may also be given after meals. 

Should these measures fail—as they some- 
times will—especially when there are but a 
few old, hardened warts upon the hands of an 
adult, the unhappy practician must e’en go down 
the list and perhaps in the last bitter extrem- 
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ity acknowledge that warts are possessed of 
Mephistophelian malignancy and are only to 
be removed by a charm—preferably exercised 
during the full of the moon. 

That’s about all I know about verruce. Will 
those possessed of greater wisdom speak a 
few helpful words? 


Skookum 





The young things, the young things, of 1922, 

How scandalous their actions! What awful 
things they do! 

They gambol in galoshes, their hosiery is light; 

And they dance most intimately till far into the 
night. 


The young things, the young things, how differ- 
ent they are, 

Why can’t they follow in the wake of dear old 
Pa and Ma? ~- 

Ma never rolled her stockings or showed a 
bare patella, 

And Pa? Why Pa, to hear his tale, was quite 
a soher feller. 


The young things, the young things go out to 
ride jn Lizzie, 

And, if one’s eyesight serves, soon park, and 
straightaway get busy. 

Now Pa and Ma quite steady were—they used 
a side-bar buggy, 

And Pa found corsets bar the way if he be- 
came too huggy! 


The young things, the young things, of 1922, 

Are very shocking; but, methinks, they’re 
much like me and you. 

The only thing about them that one really 
ought to hate 

Is their arrogant assumption that poor Pa is 
out-of-date. 











weet April! many a thought 
Is wedded unto thee, as hearts are wed; 
Nor shall they fail, till, to its autumn brought, 
Life’s golden fruit is shed. 


—Longfellow. 
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The Clinical Aspects of Syphilis 


Its Diagnosis, Treatment and Determinaion of Cure 


T is gratifying to the thinking members of 
| the medical profession to note a growing 
appreciation of the value of clinical diagnosis 
and rational treatment based upon physical 
rather than laboratory, findings in syphilis. 

There are certain teachings that I have never 
accepted as satisfactory in diagnosing and 
treating syphilis; and, at the risk of being writ- 
ten down as an old fogy, I am more convinced 
today than ever, after many years observation 
that : 

The initial lesion is characteristic enough for 
the experienced eye to diagnose correctly in 
nearly every instance; 

The best time to commence treatment is as 
soon as the lesion is recognized; and that the 
treatment should be the same as if constitu- 
tional symptoms were then present; for, this 
would be the antidotal and preventive remedy. 

I have never relied upon the Wassermann 
test, as the little experience I have had with it 
has been sufficient to convince me of its utter 
unreliability. 

There is one more popular idea among cer- 
tain physicians and authors that I have never 
been able to absorb; and that is, the hard and 
fast rule to treat a patient constitutionally for 
several years, on the general principle that he 
needs it simply because primary syphilis has 
once been diagnosed. 

I rely, as I have done for many yeafs, upon 
the clinical picture to govern me in the entire 
course of a case of syphilis, from the diagnosis 
to the discontinuance of treatment. I am free 
to admit that now and then, in what I take to 
be possible late syphilis, I am puzzled to know 
whether I have syphilis at all, or whether I 
have a case of mistaken diagnosis and conse- 
quent improper or unnecessary treatment re- 


sulting in general systemic poisoning from 
long-continued administration of mercurials, 
iodide of potassium, or arsenical preparations. 

In cases presenting these symptoms in which 
we know nothing of the previous history of 
the patient, I have frequently cleared up my 


EY 


doubts by giving big doses of potassium iodide 
for a week or two. When marked improve- 
ment of all symptoms occurred, I have as- 
sumed, and treated the patient for, constitu- 
tional syphilis. 

I have just fallen upon another test which, 
I think, will prove a very helpful diagnostic 
adjunct, and one which I have verified along 
kindred lines, but not so accurately as seems 
possible by the method of Dr. J. Henry Dowd, 
of Buffalo, N. Y., which appeared in the Med- 
ical Record, of January 21st. 

Under the title of “Mercurial Test for Syph- 
ilis,” Dr. Dowd, after speaking of the unsatis- 
factory Wassermann test, says: “I wish to offer 
a method that is as sure as any Wassermann; 
to me, more so—one that any one can carry 
out in a few seconds and positively prove in 
the course of from two to four days.” “It is 
well known that mercury acts as a specific in 
syphilis, and it must be evident to anyone who 
has used it that, if this disease is not present, 
the administration of the drug, even in the 
smallest dose, is invariably accompanied by the 
physiological symptoms of mercury.” “On the 
other hand, if syphilis is present, one can take 
doses that would kill an ordinary 
from the disease.” He presents the following 
two cases which, with the formula, fully dem- 
onstrate his method and results. 

“J. Y. Ulcer at frenum. Infection, if such, 
was very indefinite, there being three sexual 
contacts inside of three weeks. The blue halo, 
a positive point in the diagnosis of specific ulcer 
(to the writer), was present, but no other evi- 
dences of the disease. One-eighth grain of 
mercury bichloride was given hypodermically 
(mercury bichloride 5 grains; beta eucaine 2% 
grains; water, 1 ounce: 24 drops equal 4% grain 
mercury). Returning in twenty-four adi he 
complained of no bad symptoms whatever as a 
result of the injection. One fourth grain was 
now given, with advice to return in forty-eight 
hours. The same report: no bad symptoms. 
The ulcer, which at the first visit was covered 
with a slimy grayish substance, now appeared 
red, (new granulations) and epithelium was 
springing from all sides in an effort to close 
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it over; this was complete in a week’s time. 
There was no doubt of the diagnosis: About 
the sixth week, he developed a few mucous 
patches and slight eruption. 

Case 2nd. T. Sent by the same patient 
with a similar sore, only higher up. There 
being no blue halo, the condition was shown 
to a specialist on skin diseases, who pro- 
nounced it as specific and advised treatment at 
once. One eighth grain mercury bichloride was 
given hypodermically. In 48 hours, he report- 
ed: “Three hours after the injection, cramps, 
diarrhea, constant spitting, slight tenderness of 
the teeth. ” This should have been sufficient ; 
but, in view of the opinion of the expert, a 
second injection of % grain was given. In 48 
hours, he reported: “Diarrhea with blood, se- 
vere cramps, mouth full of saliva constantly, 
runs all over the pillow at night; the gums 
were badly swollen.” This was convincing that 
a mistake had been made, and the ulcer was 
cleaned with iodine water and dressed with 
iodoform. In a week, he reported with the 
sore virtually closed over, and no other symp- 
toms. 

“The writer (Dr. Dowd) has used this 
method scores of times, even when the infec- 
tion was of years standing. Where syphilis 
is present, physiological symptoms never de- 
velop; where it is absent, always.” 

I have advocated the importance of relying 


upon clinical diagnosis in this disease, and 
symptomatic treatment all through because I 
have witnessed the deplorable results of neglect 


of early treatment while waiting for confirm- 


atory symptoms of general infection; and I 
have seen equally disastrous results of over- 
treatment or wrong treatment from faulty di- 
agnoses, when the clinical symptoms were not 
sufficient to justify an indefinite course of 
treatment simply because the patient had once 
had a chancre. 

Syphilis has been made the scape goat for 
many diseases resembling it in later stages 
when, in fact, they were in no wise dependent 
upon any infection of the kind. Time and 
again, I have had patients come to me for va- 
rious lesions which were being treated for 
constitutional disease without benefit, and 
which yielded promptly to non-specific rem- 
edies. Bearing on this very point, I will men- 
tion a case, that occurred many years ago in 
my practice, showing the danger of jumping at 
conclusions: Two prominent physicians of 
this city called at my office in company with a 
gentleman whom they had been treating for 
some time for syphilis in the secondary stage. 
As he was getting worse and somewhat dis- 
satisfied, they had brought him, at his request, 
to have me look him over and give my opinion 
as a consultant. I had never seen the gentle- 
man before and knew nothing of his ante- 
cedents. The history of the case was: He had 
called upon one of them six months previously 
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for some slight skin trouble, and informed him 
that, about a year before, he had a suspicious 
sore upon his penis but never received any 
general treatment except for the sore and, pos- 
sibly, some “blood medicine” that the doctor 
kept him on for a month or two. The first 
doctor told him that he had syphilis. The sec- 
ond one agreed in the diagnosis and they had 
been treating him for it until the time they 
presented him at my office. Showing no im- 
provement under a mild mercurial course for 
three months, they shifted to potassium iodide 
and, when I saw him, he was taking 3 drams 
a day and had been doing so for a month or 
more. This patient was a very intelligent gen- 
tleman and he realized that he was growing 
worse under treatment. Yet, he believed that 
he had syphilis and needed vigorous treatment. 
He was very anxious on the question of his 
ultimate cure, as he was engaged to be married 
to a splendid woman and, from the assurance 
of his doctors that it would be several years 
before he could safely marry, if ever, he was 
about determined to ask her to release him. 
He was suffering from the worst case of 
iodism I ever saw; his digestion was impaired 
and his gums were puffy and bleeding, while 
upon his body there were more than a dozen 
tremendous furunculous-looking copper-colored 
risings—hard, shitting and deep seated. These 
tumors ranged in size from a pigeon’s egg to 
Taking the man’s account of his 
supposed first symptoms of syphilis, it was not 
mind that he had ever had a 
chancre and certainly not any of the symptoms 
that should himself 
within the His present symp- 
toms were only those of intense iodine poison- 


a hen’s egg. 
clear to my 


noticeable by 
first six months. 


have been 


ing. Being pressed by his two physicians to 
give my unbiased opinion of his case to them 
and to him, I had to tell them plainly that I 
did not think he had ever had syphilis and that 
all drugs should be discontinued. His doctors 
were liberal enough to give him a chance, and, 
in six months, without a drop of medicine, he 
was well in every way. He married the lady 
to whom he was engaged, he has never shown 
the slightest evidence of syphilitic infection 
and has raised a healthy family without blemish 
in any particular. 

In this case, either a diagnosis of simple 
eczema or a Dowd’s test would have saved this 
patient much mental suffering and avoided the 
results of useless and harmful drugging. 

My advice to the specialists in this disease 
might be couched in a few words: Be sure that 
you treat initial syphilis promptly and vigor- 
ously, and be equally sure that you do not 
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continue specific treatment too long when the 
disease reaches the second and tertiary stages, 
for, many of the late symptoms are simply se- 
quences of a fire that has burned out or the 
results of overmedication. 

C. A. BRYCE. 
Richmond, Va. 


PUBLIC HEALTH ACTIVITY AND 
PRIVATE PRACTICE IN VENE- 
REAL DISEASE CONTROL 
John H. Stokes (J. A. M. A., Vol. 76, 
No. 18, April 30, 1921) says that a great dis- 
interested public spirit is seeking through pub- 
lic health officers to wipe out a group of con- 
trollable infections—the venereal diseases. A 
large body of equally well intentioned private 
agents, in the form of the medical profession, 
derives its livelihood, at least in part, from the 
An antagonism between the pub- 
lic activity and private interest, which might 
so easily develop in such a situation, would be 
wholly unnecessary and deplorable. The United 
States Public Health Service and the asso- 
ciated venereal-disease divisions of various 
state boards of health realized the implications 
of their entry into this field of medical practice 
_and submitted a declaration of principles and 

intentions, the summary of which is: 


same source. 


They indorse and urge the continuance of a 
campaign of public education. 

They urge the evaluation of the propaganda 
thus far carried on in as exact, social, psycho- 
logic, and medical terms as possible. 

They prefer education and persuasion to legal 
process in regard to law enforcement and reg- 
ulation. 

They ask the intelligent and sympathetic co- 
operation of the medical profession. This co- 
operation can best be obtained by the rapid 
extension of specialized teaching facilities for 
the medical students; by making available to 
physicians the latest developments concerning 
the venereal diseases; and by the development 
of state diagnostic facilities for the use of 
practicing physicians. 

Having accepted its share of responsibility 
for developing an appropriate equipment, the 
Public Health Service and its affiliated state 
organizations urge physicians at large to move 
for a general raising of the standard of treat- 
ment of the venereal diseases. In the words 
of the resolution: 


This implies that a physician who is unfa- 
miliar with or unprepared to employ modern 
methods in the management of these diseases 
should not accept such cases for treatment, 
but should refer them to some private or public 
physician who is properly equipped. 


If the medical profession can treat the vene- 
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real disease patients adequately, the United 
States Public Health Service and the state 
boards of health pledge themselves not to in- 
vade the field of private practice in this phase 
of medical work. 

The representatives of the public health serv- 
ices concede and define the value and the basic 
requirements of training for this work, and 
recognize as one of the essential requirements 
the provision of inspiration and incentive to 
individual development and reward for initia- 
tive. 

The public health authorities further frankly 
concede that under existing conditions the Pub- 
lic Health Service cannot hope to offer a career 
with adequate returns to those who devote 
themselves exclusively to the work of venereal 
disease control, and recognize with equal jus- 
tice the right of the highly trained man to seek 
in private practice the material return for spe- 
cial training and proficiency which public parsi- 
mony now denies him. 

So sincere and genuine an effort at coopera- 
tion as this declaration represents deserves the 
warmest response from the medical profession. 
It should be the privilege of the medical pro- 
fession to bring its influence to bear to dignify 
public service in medicine. It is also the duty 
of the medical profession, and to its own inter- 
est, to cooperate in the development of educa- 
tional and diagnostic facilities and to raise the 
standard of the treatment accorded the patient 
with a venereal disease. 

The extinction of private practice in venereal 
disease is not a consummation to be wished, 
but it will be one to be deserved if the medical 
profession cannot measure up, by a process of 
internal organization and adjustment, to the 
standards of the most altruistic and energetic 
public agent in the field. 

The United States Public Health Service and 
the state venereal disease bureaus, backed by 
one of the most powerful public sentiments 
now concentrated on any health problem, have 
expressed a desire for cooperation with the 
medical profession and indicated a way for its 
achievement. 
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On September 1, 1921, I was called to attend 
a* case of general anasarca. The patient had 
been under the care of physicians constantly 
since March, last, but with little amelioration 
of her disease. 

The case came into my hands as an expert 
on chronic diseases, which work I have fol- 
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lowed for more than twenty years, and with, I 
believe as good a percentage of success as 
comes to most doctors. 

During my years of practice I have per- 
formed more than two hundred autopsies (not 
my own, mostly; thank fortune). I secretly 
became the autopsy surgeon for a friend who 
held that position, as I was glad of the oppor- 
tunity that the work afforded me to learn 
pathological conditions. 

Please, do not think I am making this state- 
ment to boast of my great powers of diagnosis; 
for, in reading what follows, it will be seen 
how far one can be from understanding what 
is the real condition of his patient even when 
the best help from laboratory science is em- 
ployed. 

History of Case: Mrs. F., aged 39, married 
eight years. Mother of one child now seven 
years old. History of having aborted at second 
pregnancy which had occurred two years pre- 
viously. 

Before her marriage, she had been an excep- 
tionally healthy girl. Her first confinement had 
been a very difficult one. At her second con- 
finement, she claimed, she was neglected by her 
physician and, to save her life, they took her 
to a hospital and performed Cesarean opera- 
tion, removing a still-born child. A long ill- 
ness followed, with very slow recovery from 
what she termed childbed fever. I concluded 
that there must have been septic infection, as 
it was stated that drainage was maintained for 
a long period. 

Two years previously, she had had a severe 
attack of “Flu” from which she also made a 
slow recovery. She remained in comparatively 
good health for about jour months; then drop- 
sical swelling began in the lower limbs, grad- 
ually involving the whole body. 

At no time did she suffer from a cough, save 
during a period of about two months, when she 
thought that she had contracted a cold. This 
apparent cold was unaccompanied by night- 
sweats or by fever. After this illness, there 
was no cough or expectoration. 

The various physicians who had diagnosed 
her case, pronounced it one of chronic nephri- 
tis. Many laboratory tests showed enormous 
amounts of albumin; much pus; some casts and 
cylindroids; mucus threads and, occasionally, 
a few erythrocytes. Numerous bacteria; much 
indican, and heavy deposits of phosphates. 
Urea, 1%, most of the time. 

After she came under my care, I had chem- 
ical and microscopic analyses made every two 
weeks, but usually with the same results thai 
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others had had; with the exception that there 
would be periods when the urine was periectly 
normal. At these times, she would rally and 
headway would be made in the reduction of 
her dropsy, but these periods would no 
more than a week. 


last 


At the end of six weeks, her condition was 
pitiable in the extreme. Owing to tricuspid 
insufficiency, she was obliged to remain in the 
sitting posture. Both lower limbs were almost 
raw below the knees and oozed several pints 
of water daily. The feet became so cyanotic 
that they looked gangrenous. 
left a ottle 
against the abdominal wall and burned a hole 
almost through 
water oozed continuously through. 


A careless nurse hot-water 
to the peritoneum, and _ the 
This sore 
was very painful and about two inches in diam- 
eter. 


The tongue was dry and fiery red. Death 
seemed imminent. The stools were clay-colored 
and pasty most of the time. Occasionally, they 
would become normal for a day or so, which 
condition usually corresponded with the return 


of the urine to normal. 


During the whole period, from March until 
I took the case, the woman had been kept on 
a milk diet. She seemed almost bloodless 

Up to this time, although I had not been 
satished with the diagnosis of Bright’s disease, 
I could not bring myself to disregard the lab- 
oratory findings. 


Now came an attack that simulated pleurisy. 
The dropsy had now reached a point that the 
heart was crowded up close under the clavicle 
and the pericardium seemed almost filled with 
water. 

As I 
thought an enormously enlarged spleen, during 


had been able to map out what I 
one of the periods when the dropsical swelling 
was reduced, I attributed this pleuritic pain to 
that organ. But, on the third day, I decided 
to aspirate and determine whether there was 
effusion or pus. The patient begged me to 
delay another day and, as she seemed almost 
in state of collapse, I humored her whim. 
Next day, she was very much improved, and 
I decided to make a more searching examina- 
tion of her whole body and, should I find any- 
thing to justify a change of régime, I would 
disregard all precedent and change her diet. I 
went thoroughly over the ground covered be- 
fore, confirming most of my previous findings 
Neither vagina, womb, nor rectum gave any 
sign of disease. The pleuritic pain had now 
ceased and, while there was marked dullness in 


the left lower lobe, the absolute absence of 
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rales over either lung; the absence of soreness, 
of cough or other distress caused me again to 
attribute the dullness to dropsical effusion and 
to the enlarged spleen. 

Finding the true trouble: 

Thoroughly discouraged, I was about to give 
up getting any new light, when a chance re- 
mark of her sister-in-law, made about the bed 
the patient’s husband, decided me to 
make an examination of the patient’s nose. I 
the septum punctured by several large 
holes that looked typical of syphilitic erosion, 
closer questioning, I gained the infor- 
mation that the husband had had a bubo in his 
groin and had been sick when they were mar- 
She said that he had to put salve on, 
every day, for a long time. She further stated 
that he had a bad catarrh and that there were 
no bones in his head—‘“just a big hole behind 
his nose” as she expressed it. 

I felt a bit puffed up by my discovery. 
Changed the patient’s diet to liberal beefsteaks ; 
gave her digestants to help along; then I put 
her on antisyphilitic medicine and daily exulted 
as the dropsy left my patient, the sore, leaking 
limbs healed rapidly and the round, oozy hole 
in the abdominal wall also; the bright red 
blood began to come into her cheeks, the stools 
became more normal, and hope for her recov- 
ery ran so high that it was decided to take 
her to the country home of her father. She 
left her husband. 

Things moved along as fine as a fiddle until 
after Thanksgiving. She ate a fine meal, com- 
ing to table with the family, and all round it 
time of great rejoicing. 

Two days after this happy event, her hus- 
band, who was enraged at her having left his 
home, came and attempted to take their little 
girl away. This scare caused an almost com- 
plete collapse in my patient. She declined rap- 
idly, the dropsy came back, as did most of her 
former conditions, in spite of all I could do. 
A racking cough now developed and copious 
expectoration of ropy mucus which, finally, be- 
came streaked with blood resembling the spu- 
tum of pneumonia. Yet, there were no rales, 
in the lungs. There was no change of tempera- 
ture, and, oddly enough, the heart now slipped 
down to its normal position, excepting that it 
seemed too far to the right, and the beat (which 
throughout her sickness had been very rapid) 
now became only 80 and remained thus until 
two days prior to her death. 

Prior to the development of the cough just 
mentioned, no history of tuberculous trouble 
could be obtained from the parents, but they 
now made the statement that several members 
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of their family had died of the disease. 

The Autopsy showed complete disintegration 
of the left lung. Not even a vestige of lung 
tissue or a bronchial tube could be seen in the 
cavity. Before opening the chest wall, the left 
lung space looked somewhat larger than the 
right. Below, in the abdominal cavity, the dia- 
phragm was bulged downward and so hard that 
I thought it must be bulged by a solid lung 
mass. I stuck my scalpel into the center of 
this bulged part and, to my utter astonishment, 
more than a gallon of pus and water ran out. 
On resecting the ribs, I found the cavity com- 
pletely empty, with the heart pushed over al- 
most into the central part of the right lung 
space, and the sac was empty. The right aur- 
icle of the heart looked withered and about 
half the normal size. Evidently, Nature had 
completely sealed up and walled off this mass 
of water and pus, so effectually that not a 
particle of its contents escaped into the healthy 
bronchial area. 

The question arises: 
condition existed? 


How long had this 
How could such a condi- 
tion come about without a history of cough 
or expectoration unless it came from gumma? 

There was no history of high pulse with 
night-sweats and hectic fever. In fact, nothing 
to indicate tuberculosis, excepting the odor pe- 
culiar to consumptives, which was apparent to 
me only during the first weeks of my attend- 
ance, and later disappeared. 

Here is the “Joker”: Both suprarenal cap- 
sules were almost entirely gone, but, on open- 
ing the kidneys, I could hardly believe my own 
eyes—There was no evidence whatever of kid- 

The previous week, I had given a lecture on 
the kidney to an interested audience, and had 
chosen a fresh pig’s kidney to illustrate my 
talk. The kidneys of my patient were as per- 
fect as was that of the pig’s. The liver was a 
little enlarged but not apparently diseased. The 
right lung looked congested as if from pneu- 
monia; and, indeed, it may have been so, for 
the pneumococcus of pneumonia was found in 
the splenic tissue which I sent to the laboratory 
for examination. 

The spleen was, contrary to my diagnosis, 
much below normal. The surface looked 
withered, and across the center of its lesser 
diameter was a deep sulcus that looked as if 
something hard had pressed into it. In the 
center of the organ, there was a large raised 
area, about two inches in diameter. I sent 
the spleen for examination. Nothing malig- 
nant could be found in the disintegrated tissue 
of which the interior consisted; and no syphi- 
litic reaction could be obtained. 
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The 


place 


was almost absent and its 
degenerated tissue. The 
right lung was very dark and had many lumpy 
spots on its outer surface. I regret exceed- 


ingly that I did not have it examined. 


pancreas 
occupied by 


I am sending this report to you thinking 
that it might be helpful to some brother by 
showing that there is never a case or condition 
laid down in the books that may not at some 
time be refuted at the bedside. 

F. G. pE STONE. 
Turlock, Calif. 


[This unusually interesting case report re- 
lates, we believe, to a case of syphilis in which 
the diagnosis was made through chance, as 
occurs so often in cases of innocently acquired 
syphilis, in which there are no factors pointing 
to a syphilis infection. Moreover, the case 
was unusual in that it is rare to find one of 
this nature being observed so carefully and 
terminating fatally, so that a pathological diag- 
nosis becomes possible. According to the text- 
books, there is marked fibrous-tissue prolifera- 
tion which, in course of time, degenerates and 
caseates, finally being replaced by dense scar 
tissue. In this instance, evidently, the caseation 
progressed to complete destruction of tissue. 

It is well for us to remember, even in per- 
sons whom we may not properly suspect of 
syphilis, that a !uetic infection may be acquired 
innocently and that numerous obscure and 
obstinate disease manifestations are found to 
clear up under vigorous antisyphilitic 
ment.—Eb. ] 


treat- 


ILLINOIS SOCIAL HYGIENE 
LEAGUE 


increase in social diseases 
the war has been more than offset by the 
vigorous antivenereal campaigns of social 
hygiene agencies, is the hopeful note sounded 
in the 1921 annual report of the Illinois’ Social 
Hygiene League, given out recently. Greater 
willingness on the part of parents to give sex 
instruction to their children, greater vigilance 
and cooperation on the part of teachers, physi- 
cians, employers, charitable agencies, churches 
and newspapers is the reason for the good 
results of the League’s campaign, according to 
the report. 

“Horrible sores of neglected syphilis are sel- 
dom seen in clinics, nowadays,’ the report 
states, “because our campaign of education has 
thrown the light of prevention and early treat- 
ment into the darkest places. Nevertheless, 
the social diseases, gonorrhea and syphilis, are 
still almost as common as measles in Chicago.” 
The report maintains that funds are required 


That the since 
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to conduct an even more active campaign 
against these diseases, alleging that the de- 
creasing of syphilis infection will diminish the 
number of heredo-syphilitic morons, th« 
of much of today’s crime; the need of more 
asylums for the insane and homes for the 
feeble-minded; the expense of care and train- 
ing for blinded babies and a decrease in the 
number of unsexing operations among women; 
as well as a decrease in the syphilitic death 
rate which now exceeds that of tuberculosis, 
Some of the most brutal murders of Chicago's 
present crime wave were committed by persons 
whose minds were probably affected by syphilis, 
according to the report. 

More than 1,600 cases of social diseases were 
discovered by physicians of the League among 
the prisoners admitted to the Bridewell, in 
1921, the report relates, these all being given 
treatment in a special experimental clinic at 
the institution conducted by the League, and 
none being released until rendered non-infec- 


Cause 


tious, or referred for further treatment to the 
League’s downtown office at 118 West Grand 
Avenue. 


Since the dispensary opened, in 1918, the 
report states, more than 57,000 treatments were 
given to over 7,000 patients too poor to engage 
private physicians. More than one-fourth of 
oe were women and children, the report 

eads, most of whom were innocently infected; 
the women by their husbands who were usually 
unaware of their condition, and the children 
by inheritance. Instances of women approach- 
ing maternity are cited, whose babies were 
saved from inherited syphilis by treating the 
mothers during pregnancy. A cure for syphilis, 
it is maintained, is possible in many cases. 

Since the war, medical statisticians estimate 
that probably 8% of the population of this 
country have syphilis,” the report states, “mak- 
ing over 8,000,000 in the United States and 
200,000 in Cook County. The educational cam- 
paign of the League, however, reached (in 
1921) 6,000 persons in Cook County, by means 
of lectures, and 100,000 through distribution 
of 195,000 pieces of literature; while the attend- 
ance of poor peonle at clinics and those able 
to pay at the offices of private physicians is 
gradually increasing. These aggressive meas- 
ures of prevention and education are gradu- 
ally lessening the danger of accidental infection 
and increasing the chance of cure by reason 
of patients seeking treatment early in their 
disease. 

According to the report of the Illinois De- 
partment of Public Health, the clinics of the 
Illinois Social Hygiene League reported, dur- 
ing 1921, more cases than any other single 
recognized clinic in the State, which reports 
to the United States Public Health Service. 

The report acknowledges the unselfish devo- 
tion of its medical staff of sixteen physicians 
and two nurses, who have remained at their 
tasks in spite of the danger of accidental in- 
fection which occasionally threatens them. 

“The mistaken prudery of a bygone age still 
exists here and there to plague us, but it is 
rapidly being replaced by common sense; and 
it is only the lack of funds to enlarge the 
work of prevention by dispelling the ignorance 
which fosters this prudery that prevents even 
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greater success in our campaign against the 
dreadful Red Plague,” writes Bernard 
Roloff, Executive Secretary of the League and 
author of the report, concluding with the ap- 
peal, “Give us open minds, you parents of today, 
so that we may inform you how to inform and 
guard your children on sex matters. Provide 
for our financial needs, you business men of 
Chicago, and then venereal disease will de- 
crease, just as tuberculosis has decreased in 
the last decade.” 


AN OPEN LOCATION 


In the state of Nevada, there is an opening 
for a good all-around physician and surgeon. 
The present incumbent offers for sale his prac- 
tice and office equipment with appointments as 
surgeon for several large industries. Cash col- 
lections from all sorts amounting to $600 a 
month and higher. 

The work is pleasant and easy. The location 
is in a rich valley closely settled by well-to-do 
farmers. There is a cement highway, the cli- 
mate is fine, the California line within a few 
miles. There are good hospital facilities and 
the living conditions are ideal. 

The doctor will sell at invoice of equipment 
which is up-to-date. To this is to be added 
$500 for thorough introduction, for transfer of 
appointments and of good will. He will sign a 
contract binding him not to return to the field. 
Applicants may secure the present incumbent’s 
name and address by writing to the Managing 
Editor, Clinical Medicine, 4753 Ravenswood 
Ave., Chicago, II. 


CHLORAZENE AS AN INTESTINAL 
ANTISEPTIC 


I have a suggestion to make to your Clinic. 
I find chlorazene one of the greatest antiseptics 
I have ever used, and have been wondering 
why it could not be used to great advantage in 
typhoid fever, something like this: 
R % grain (enteric-coated) chlorazene tab- 

let, one every two or three hours. 
The tablets should be enteric-coated so as 


to reach the intestinal tract. Maybe, the dose 
should be larger, or smaller, I do not know 
as to that. It seems to me, if such a powerful 
antiseptic as that could be liberated in the 
bowels, no typhoid germs could stand it. I 
wish you would take this matter up at your 
clinic and see what can be done. 
I should like to try it out. 


For one, 


N. H. Lines. 
Jumbler, Oregon- 


[As to this very excellent suggestion, in THE 


CHLORAZENE 
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AMERICAN JOURNAL oF CLINICAL MepiIcIne for 
February, 1919, p. 111, there is an article by 
two French authors, Doctor Carnot and Doc- 
tor Bondouy, translated from Paris Médical, 
in which the enteric employment of chlorazene 
was suggested. The authors declare that they 
have given chlorazene, in combination with 
various absorbent bodies, in a series of intesti- 
nal troubles characterized by the predominance 
of toxic infectious symptoms and by fetid 
stools. They assert that chlorazene is a serv- 
iceable intestinal antiseptic, even though it can 
not render the intestine actually antiseptic. 
However, they say, “the diminution of the 
microbian process in the intestine and of the 
fetor of the stools and the amelioration of the 
general troubles consequent thereupon already 
is an important therapeutic result of the em- 
ployment of chlorazene as here recommended. 

In the same journal, for November, 1919 (p. 
759), Dr. J. W. McCready, of New York, 
reported on various instances in which he had 
used chlorazene in combination with bismuth 
subnitrate or with charcoal. He strongly rec- 
ommends the employment of chlorazene as an 
intestinal antiseptic. 

On the strength of these recommendations, 
The Abbott Laboratories placed on their list 
No. 1309, “Capsules Chlorazene-Bilein-Agar,” 
each of which contains of chlorazene gr. 1; 
bilein gr. %; incorporated in neutral agar. 
The indications for this preparation are given 
as “intestinal disorders of infectious character, 
especially in cases where a nontoxic and non- 
irritating germicide is required. The dose is 
given as 1 or 2 capsules, three times a day, 
with or after meals. The caution is added 
that these capsules should not be taken with 
highly acid foods, nor with other intestinal 
antiseptics. 

So, then, Doctor Lines’ request had been 
complied with even before it had been made. 
While he suggests tentatively 14-grain doses of 
chlorazene to be given every two or three 
hours, it is preferable, in our opinion, to ad- 
minister a larger dose and to give the remedy 
at the close of, or soon after, a meal; the idea 
being to secure its prompt passage into the 
duodenum. We are in the habit of ordering a 
fairly large drink of water to be taken imme- 
diately afterwards, partly for the same reason 
and partly for the purpose of securing early 
solution of the drug. 

In our experience (we have used chlorazene 
fairly frequently), it happens only exception- 
ally that the drug is dissolved already in the 
stomach. In that event, of course, there are 
disagreeable eructations having a marked chlor- 
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ine taste. This, though, does not occur fre- 
quently, as already said—Ep.] 





MEDICAL LEGISLATION 


In the Northwestern Christian Advocate for 
january 4 (p. 5), it is stated that, “recently, 
the Hon. Julius Kahn of California, chairman 
of the House Committee on Military Affairs, 
introduced a joint resolution requesting the 
American delegates to the conference to take 
action toward bringing about a conference to 
consider the ‘thorough suppression of the manu- 
facture and transportation of opium, morphine, 
cocaine, and other habit-forming drugs’ by in- 
ternational The adds: “All 
Christian people will favor both measures and 
should make their desires known to those who 
represent them.” 


action.” editor 


With respect to this paragraph, I wrote to 
the editor of the Northwestern Christian Advo- 
cate, protesting against the kind of legislation 
that was commented upon favorably. I point 
out his contradictory policies in soliciting funds 
for aiding young medical missionaries when, at 
the same time, they encourage legislation inter- 
fering with and badgering practitioners of medi- 
cine in every possible way. 

To this letter I received no reply, nor has the 
Vorthwestern Christian Advocate commented 
upon it in any of the succeeding issues. 

I believe that this and other similar instances 
should be published widely in order to show to 
the members of the medical profession what is 
going on in congress and what they have to 
fight in the religious press. 

G. G. Batcom. 

Lake Wilson, Minn. 


7, 

{Doctor Balcom informs us that the Hon. 
Julius Kahn, of California, who introduced that 
remarkable joint 
Science leader. 


resolution, is a Christian- 
So, his attempt to bring about 
the thorough suppression of the manufacture 
and transportation of opium, morphine, and so 
forth, by international action can be under- 
stood. But, how the editor of the Northwestern 
Christian Advocate can declare that Christian 
people will favor this measure, even though 
they would justly foster measures preventing 
American participation in the “deadly drug 
traffic to the Orient,” is difficult to compre- 
hend. Even though he is a layman, from the 
viewpoint of the medical profession, he .should 
understand that narcotic drugs occupy a very 
important position in the physician’s armamen- 
tarium and that, indeed, their entire elimina- 
tion would be responsible for much needless 
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suffering and (because of it) for much loss of 
health and life. It might be well for editors of 
religious papers to acquaint themselves with the 
problems of physicians and to assume a logical 
and fair-minded attitude towards both sides of 
the question.—Ep.] 
HEMOPTYSIS OF OBSCURE 
ETIOLOGY 

A female, aged 30, has hemoptysis every 
now and then, for the last ten years; 
times twice or thrice in a 
continuously for three or 
times at 


some- 
week, sometimes 
four days, some- 
intervals of a month or so. There 
are some bronchitic rales on the left side, with 
dullness in that particular region. There is no 
regular fever-temperature, but the patient feels 
weak, especially during the night, and that, too 
when there is excessive bleeding. 

No night-sweats, no emaciation, and no 
tubercle bacilli found in the sputum after re- 
peated examinations every six months. 

Menstruation is regular and normal. If the 
bleeding is to precede the menstrual period, 
the latter is rather in excess of that at other 
periods. 

The patient has been given various prepara- 
tions of codliver oil, and all sort of 
drugs generally used for tuberculous cases 
to no effect. 


native 
: but, 
Lastly I tried 6 intravenous in- 
jections of calcium chloride; but that, to 
of no avail. 


, was 
The digestive power is fairly 
good and patient is very regular and moderate 
in her habits. She is perfectly healthy in all 
She had her first delivery at 
the age of 16, but since then she has never 
been pregnant. 


other respects. 


VaLLABHpAS N. Menta. 

Viramgam, Bombay Presidency, India. 
{We are wondering what our readers make 
of this case report. It contains all the informa- 
tion that we have ourselves. 


esting to 


It would be inter- 
the problem and to hear 
whether we can be of assistance to our col- 
league in India—Eb.] 


discuss 


THE ST. LOUIS MEETING OF THE 
AMERICAN MEDICAL ASSOCIATION 


The May meeting of the American Medical 
Association at St. Louis promises well toward 
being the largest in attendance of any of the 
Association’s sessions. Since the publication 
of the hotels in the Journal of the Association, 
in December, inquiries and reservations are 
being made daily. The hotels and the Con- 
ventions Bureau are aiding the Committee in 
a most satisfactory and helpful way to see 


April, 19-- LOCAL 


OUIS’ 


Hotel, 


LEA 


with Number of Rooms 


SI 


ae 


\mer ty «td 
Diseases of Children 
American Annex, 
Pathology and Physiology 

Pharmacology and Therapeutics 
Beers, 114 
Brevort 
Cabanne, 
Clarid 


Grand and Olive 


oe6b 450 e00 a0 nb e0cae ne eee Ge: oe 
stetrics, Gynecology and 
1b dominal Surgery 
n, 160 
m, 400 
ry, General and Abdominal 
Orthopedic Surgery 
Ps Sb canneveedesnens 6th and Chestnut 
llth and Pine 


12th 


atology and Syphilology 
ous and Mental Diseases 
Roe, 2 
tte, 400 
aryngology, Otology and 
Rhinology 
nd, 240 
( Enterology and Proctology 


Sroadway 


4th and Pine Sts 


, Obhthalmology 
Coe dereassensccsccoesess 3300 Ouive St 


. 4137 Lindell Blvd 
.6th and Chestnut Sts..... 
9th and Washington Sts... 


I rancis, 
, 650 
"Practice of Medicine 


8th and Pine Sts......... 


Union Station 


15th and Locust Sts....... 


Stomatology 
Medicine 
_ Health 


and Public 


. Kingshighway 
Ss > 


TREATMENT OF DIPHTHERIA 


DING HOTELS (ALL EUROPEAN 
Street Address 


18th and Locust Sts...... 


Hamilton and Maple Sts.. 
and Locust Sts...... 


eee 
Sts 


9th and Pine Sts 


and 


295 
PLAN), THEIR LOCATION 


Without Bath 
Single Double 


AND RATES 


_ With Bath 
Single Double 
$2.50-3.00 $4.00-6.00 


2.00-3.00 3.00-6.00 


ae 3.00-3.50 


4th and Pine Sts......... 


4. ‘00- 10.00 


2.00-2.50 
3.00-8.00 


3.50-4.00 


2.50-3.00 6.00-10.00 


.50-2.00 


and Pine Sts... 
18th and Washington Sts.. 


2.00-2.50 


3.00-3.50 :00-6.00 


2.00-3.5 3.00-5.00 


2.00-2.50  3.00-3.50 2.50-5.00 


> 


00-8.00 


2.00-2.50 
1.50-2.50 
3.00-4.00 
3.00-7.00 


50-5.00 
50-3.00 
.00-5.00 
50-9.50 


3.50 


Ukr wW 


2.50 
3.00- 3.50 


5.00 
2.00-4.00 4.00-6.00 


Delmar 


*Weekly 


rates only. 





that the Fellows are comfortably housed and 
accommodated. The A. M. A. meetings tax 
all cities entertaining them to the limit of hotel 
capacity. Whenever possible, a good Fellow 
should double up so that no one is left with- 
out comfortable lodging. 

Reservations should be made by 
cating direct with the hotels. 
arrangements cannot be made in this way, 
write to Doctor Louis H. Behrens, Chairman 
peg om on Hotels, 3525 Pine Street, St. 
Louis, \ oO. 


communi- 
If satisfactory 


Tuomas T. Hopkins, M.D., 
Chairman Committee on Printing. 


TREATING BOILS 


A satisfactory way of caring for boils on 


the back of the neck: 

Cut in two, laterally-transversely, a large 
bunion plaster. This gives you two horse-shoe 
shaped plasters. 

Use one, moisten the plaster side, apply be- 
low and about the boil; that is, the curved 
part below and the corks, as the horseman 
would say, up the sides of the boil. 

This will leave a clear space around the 
boil between it and the plaster. Fill this space 
with antiphlogistine covering the boil com- 
pletely. Cover all with a pledget of absorbent 
cotton. 

To protect the collar and clothing, after the 


collar is put on, tuck a folded handkerchief, one 
end between the neck and the collar, the other 
end is brought over the collar and brought 
down under the vest. 
C. S. Core. 
Tacoma, Wash. 


“LOCAL TREATMENT OF DIPHTHE- 
RIA” 


Dr. Lester Curtis’ experience with the local 
treatment of diphtheria proposed by him (this 
Journal, Feb., p. 152) proves nothing. Doctor 
Curtis can not be sure that there was-a single 
Klebs-Loeffler bacillus in any of his cases. 
As a matter of fact, a streptococcus sore throat 
can look and smell exactly like one that is the 
seat of true diphtheria. 

Local applications are of benefit to the rela- 
tives and attendants. However, I insist that 
the patient himself should be given antitoxin, 
unless you want him to infect the rest of the 
family. If antitoxin is neglected or omitted, 
it may mean a long job and a lot of complica- 
tions and, ultimately, looking for a new loca- 
tion. 

If anybody has a treatment for diphtheria 
that can beat antitoxin, let him prove it. The 
proof, though, can in this case not be supplied 
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on clinical grounds only. In such an event, a 
bacterial diagnosis is absolutely necessary. 
E. JUNGER. 
Soldier, Iowa. 


MACROGLOSSIA 


This condition appeared as a congenital mal- 
formation in a female infant, at whose birth I 
officiated, on the 13th of December, 1921. This 
was the third confinement within a period of 
two and a half years, the preceding child being 
barely eleven months old. 

The first two children are healthy, normal 
specimens of their kind. The parents are ordi- 
nary working people in lowly circumstances, 
both under thirty years of age. The mother 
is a woman of medium build, not overly-strong 
looking, and of rather poor intellectual develop- 
ment. 

There was nothing unusual about the gesta- 
tion, parturition or puerperal period. The child 
was an ordinary infant of about seven pounds 
and, at first, nothing abnormal was noticed; 
but, on putting it to the breast, it seemed to 
be unable to nurse. Examination showed the 
tongue to be uniformly enlarged to about three 
times its normal size, completely filling the oral 
cavity, and the tip and edges projecting so as 
to make closing of the jaws and lips almost 
impossible. As the baby could not take the 
mother’s nipple into its mouth, she tried it with 
the bottle, and managed to get a few drops at a 
time down its throat. Her own milk dried up, 
and she attempted somewhat half-heartedly, I 
am sorry to say, to nourish it by artificial 
feeding, scarcely 1 ounce of diluted cow’s milk 
trickling down its throat in twenty-four hours. 

Soon, its wee body wasted to a mere skeleton, 
almost unable to move its limbs or even cry—a 
typical picture of marasmus. The 
would act about once a day and the urine, 
scant in amount, stained the diapers brown. 
Death occurred on January 29—one month and 
sixteen days after birth. 

Perhaps there is nothing of interest about 
this case, except its comparative rarity. In the 
scant literature at my command, I can find 
very little reference to such a condition, except 
that it may be either congenital or acquired; 
and that; in the former case, the defect in the 
tongue is usually associated with a grave mental 
defect. 

Perhaps some of your readers can throw 
some light on the etiology of such cases, or 
suggest some line of treatment. It was hardly 
possible under the circumstances to have the 
infant removed to a hospital. True, by care- 
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ful nursing under skilled oversight, its life 
might have been saved, but to what future? 
Gro. ACHESON, 
Kingston, N. B., Can. 
[According to Koplik, “The Diseases of In- 
fancy and Childhood” (fourth edition, p. 486), 
the tongue of some infants who are otherwise 
normal is unusually large and protrudes slightly 
from the mouth, but is of normal shape. It 
is pointed, but somewhat thicker in the middle, 
As the infant grows older, this anomaly be- 
comes less apparent. In extreme cases, the 
tongue protrudes from the mouth as a tumor 
mass. It is discolored—usually of a livid hue— 
and becomes ulcerated, especially at the line of 
the teeth. Infants thus affected can not nurse 
and the tongue must be reduced in size by 
surgical means. This congenital enlargement 
of the tongue may be due to an increase either 
of the connective or muscular tissues, or of 
both. In other cases, the lymph spaces of part 
or the whole of the organ are dilated 
a lymphangioma of the tongue. 
There are thus two forms of macroglossia— 


there is 


the one is called macroglossia lymphatica con- 
genita, the other macroglossia congenita hyper- 
trophica. The lymphatic form shows for the 
most part a gross hypertrophy of the organ 
and more rapid growth, combined with secon- 
The 
surface of the tongue is changed in appearance 
through defects of the epithelium and the re- 
sults of the inflammatory processes. The pa- 
pille are enlarged, the organ is bluish red, 
nodular, not changed by muscular action and 
can be compressed. Speech is for the most 
part changed. The tongue in the hypertrophic 
smooth, the surface enlarged, the 
growth slow, the tongue less movable than 
normally and changed by muscular action. It 
can not be compressed, as in the lymphatic form, 


dary changes in the lower jaw and teeth. 


form is 


and is less apt to become inflamed. 

The surgical procedures have consisted in 
compression, excision, and in ignipuncture, the 
latter being the most advisable (Eras.). 

In cretins and the Mongolian forms of idiocy, 
the tongue is also enlarged. It is broad, thick, 
and flat, and protrudes from between the lips. 
In these patients, the conditions calls for no 
special treatment.—Eb.] 

“TIMELY TRUTHS ON HUMAN 
HEALTH” 

In the editorial and book-review columns of 
last month’s issue of CirntcAL MEDICINE, you 
gave “Timely Truths on Human Health” con- 
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structive and destructive criticism. I am 
grateful to you for the constructive criticism 
and am not angry at you for the destructive 


criticism 

As a reader of CrrnicaL Mepictne for about 
ten years, as one who has contributed to your 
columns, and as one who believes in tolerance 
on all medical issues, I shall herein present in 
brief my rejoinder taking your caution into 
consideration, which refers to the amount of 
space allowable. 

1—You write in a tone as though I accuse 
the individual in the medical profession; a 
subject I never thought of. I am against the 
abuses and superstitions, but not against the 
medical profession. To prove my viewpoint, 
I will quote two items from pages 219 and 220 
respectively : 

“Let us say, in advance, that physicians, 
irrespective of school, be it Allopath, Eclectic 
or Homeopath, are, as a whole, as ethical or 
as honorable as any group of men in any pro- 
fession.” ; ; : 

“I ask the impartial, unbiased reader to 
name a profession, vocation or trade that is 
more perfect; one that is more honest, more 
capable and more self-sacrificing than the medi- 
cal profession, with all its faults.” 

[Granted that there are some medical prac- 
titioners who follow largely the teachings of 
the Eclectic or of the Homeopathic school (1 
venture to say that there are mighty few who 
do so exclusively), there certainly are no 
“Allopathic” physicians. The term “Allopathy” 
is a highly objectionable one, having been ap- 
plied in derision to the regular school by 
Hahnemann. According to him, they were 
Homeopathic physicians and “others”—Allo- 
pathic (Allos-other). I object merely to the 
term. Physicians of the dominant school are 
simply physicians. If you want to label them, 
designate them as “regular.”—Ep.] 

2.—You seem to get angry when you read 
that I do not believe that germs cause disease. 
Well, there was a time that I did. There are 
thousands of physicians who hold the same 
as I have. Surely, they have a right to 
their opinion as well as you have to yours. 
3ecause you differ, is no reason to get angry 
at you or “burn you at the stake.” 

[A few centures ago, there were hundreds of 
thousands of people who held the view that the 
sun travels around the earth. Surely they had 
a right to their opinion and it would be silly 
to get angry at those who differ and say that 
they do—Ep.] 

3.—You quote me thus: “He cites Virchow 
(among others) in support of his contention.” 
I am sure it is an innocent mistake on your 
part to quote me as quoting Virchow. The fact 
is that Dr. J. W. Hodge quotes him and not I. 
(Read page 276 beginning on line 6.) 

[Correct.—Ep.] 

4.—Can any author be more tolerant or fair 
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than I am when I invite authorities on both 
sides of the issue to present their views? 
Could I do more than give the readers both 
views? Do I not give enough of “your” views 
when I present articles from Dr. A. H. Kaplan, 
Dr. F. A. Tondorf, and Drs. Stewart and Elgin 
of the H. K. Mulford Co., of Philadelphia? 
Would you be tolerant enough to give both 
sides space in your books, if you wrote one? 
Name the ones who did it. 

[CirnicaL MEDICINE invariably follows the 
custom of giving those voicing opinions en- 
tirely at variance with its own the right to be 
heard. There are few issues of the Journal 
in which one or more articles do not occur, to 
the tenor of which we object. I believe that 
“SS quite as tolerant as can be expected. 
—Ep. 

5.—You speak rather highly of my views on 
hygiene, diet, and so forth, and speak well of 
about the first one hundred pages. Well, then, 
should a book be condemned when it has one 
hundred “good” pages even in your own opin- 
ion? Why not see the good in a book equally 
as quickly and lay equally as much stress on it? 

And isn’t it strange that so many physicians 
from all schools of medicine have already 
commented very highly on the book? What’s 
more, the publisher tells me that many phy- 
sicians are beginning to buy a copy “on the 
S. T.”, in spite of the fact that you hope for a 
small sale. 


6.—In one place you add, “It does contain 
some things that are very good.” Well, why 
don’t you mention some of the good things? 
Why “jump” on the “bad” and “calmly” men- 
tion a soothing sentence? 

[A book that is intended for public con- 
sumption should be condemned by the critic 
if, in his honest opinion, it contains teachings 
that mislead and misinform its lay readers. For 
that reason, I regret that this book has been 
written. The good material found in the first 
one hundred pages can not. bring about the 
salvation of the entire book, in my opinion, be- 
cause the balance of the book contains (again 
in my opinion) so much that is incorrect, mis- 
leading and absolutely wrong.—Eb.] 


7.—The one who comments in the book re- 
view column says: “Such a book gives me a 
shock.” Well, if it did, why not recuperate 
first, and then read it? How can any one form 
a judicial, objective and constructive opinion 
about a book (or anything else) when they are 
shocked? 

8—Yes, we have today an Allopath as well 
as Homeopath and Eclectic school of medi- 
cine. And how they love each other, you know 
as well as I do. 

9.—I have no use for the Wassermann test for 
syphilis, and do not think so highly as I once 
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did of mercury or arsenic in the treatment 
of syphilis. Is the holding of such a view a 
calamity? If you will read the Journal of the 
A. M. A., you will find discussions on that 
subject pro and con. Even in Criinicat Mepi- 
CINE, I read where physicians differ on the 
efficacy of this test. Should we boil them in oil 
for having such “terrible” opinions? Has it 
come to pass that we dare not think above a 
whisper? No wonder that many physicians 
express themselves in private, as they do not 
(afraid to!) in public. 

[Nobody dreams of considering the results of 
the Wassermann reaction absolute. It is a sub- 
ject that is by no means definitely settled. 
However, in such an intricate, difficult and 
highly scientific matter, I believe that only 
those well versed in laboratory work and in 
immunity studies are qualified to express a 
definite opinion. All others may have an opin- 
ion, to be sure, but that should never be ex- 
pressed ex cathedra. To talk about boiling in 
oil those of different opinion is—childish—Eb.] 





THE SERPENT AS A SYMBOL IN 
MEDICAL SCIENCE 





The modern conception of the relation be- 
tween serpents and medical science is that, 
when a man sees snakes, he needs the services 
of a physician. The real connection between 
snakes and medicine is a historical one, how- 
ever, and the reptile has been a symbol of the 
power of healing from earliest times. This 
idea is still typified by the presence of serpents 
on the emblems which symbolize modern medi- 
cine, as the knotted rod of Aesculapius and the 
caduceus of the army insignia. 


In ancient civilizations, serpents were wor- 
shipped as gods. Evidences of ophiolatry, or 
serpent worship, have been found in the exca- 
vations among the ruins of ancient Egypt, 
Babylonia, Crete, Greece, and Peru. Modern 
Egyptians still regard snakes with something 
more than mere respect, and in India, Naga, 
the serpent and Guga, the snake god, have 
many followers to this day. Prominent in 
India, in the middle of the nineteenth century, 
was the Dahomey Cult of snake worshipers, 
whose counterpart on this side of the ocean 
is the Voodoo religion of Haiti. 

Originally, the serpent was a representative 
of wealth, but in time it came to signify cul- 
ture in general. It was famed for its shrewd- 
ness and was supposed to know of certain 
roots which could bring life to its dead. Since 
it changed its skin once a year, it was thought 
to do this to purify itself. In Syria and Pales- 
tine, serpents were associated with wells, 
springs, and rivers. Many of these aqueous 
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habitats of serpents were believed to possess 
medicinal properties and this fact, together 
with those others enumerated above, gradually 
produced the idea that serpents had healing 
power. Folk lore is replete with legends of 
cures effected by snakes, especially by grateful 
ones. Cadmus who, mythology relates, gaye 
us the alphabet, was said to have been turned 
into a serpent in order that he might cure 
human ills. 


Serpents seem to have played an_ impor- 
tant role in early Grecian medicine, as prac- 
tically every statue of Aesculapius, the god of 
medicine, is adorned with such a one in some 
sort of graceful posture. Aesculapius was the 
son of Apollo and the father of Hygeia, the 
goddess of health, and also of Panakeia, whose 
name has come down to us in the English 
“Panacea.” He derived his medical knowl- 
edge from Chiron, the Centaur, and not from 
his father, who is often called the god of 
medicine. It is probable that Aesculapius was 
a real human being, because the Greeks often 
deified those who conferred great benefits upon 
humanity, but the history of that period (about 
1200 B. C.) is so involved with mythology 
that this point is not certain. In Homer's 
“Tliad,” he is not mentioned as a god and 
Pindar, the poet, did not call him a god, 
though he was publicly deified in 430 B. C., in 
Athens. Hippocrates was supposed to be a 
lineal descendant of Aesculapius. 


The significance of the serpents on the stat- 
ues of Aesculapius is explained by the fact 
that they were then accepted as the symbols of 
the art of the physician. In some cases, they 
are vipers and in others of the non-poisonous 
type. When the snake was poisonous, it was 
often close to the hand of Aesculapius where 
a fatal bite could easily have been inflicted, 
but the master physician’s countenance seems 
undisturbed and, possibly, the sculptor intended 
to convey the impression that even a snake- 
bite could be cured by his art. In the statues 
of Hygeia, the serpent is frequently depicted 
as drinking from a saucer in her hand. It has 
been suggested that this act meant that, wise 
as was the serpent, he still could gain knowl- 
edge by imbibing from the cup of Aesculapius. 
A seated figure of Hygeia has been adopted as 
the emblem of the American Public Health 
Association. 


The disciples of Aesculapius founded a 
number of temples in Greece and her colonies 
where they practised the healing art. In all 
of these places, reptiles were kept and tradi- 
tion has it that, in time of great epidemics, 
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Hygeia would emerge from the temple at 
Epidaurus and, by deftly waving the sacred 
serpent, would cause the pestilence to be dis- 
pelled. A serpent was sent from this temple 
to Rome to cure the plague. At one time, 
Aesculapius himself went from Epidaurus to 
the shrine at Sicyon in the form of a serpent. 
The temple of the earth goddess, Bona Dea, at 
Ayentine, also contained a choice variety of 
snakes for medicinal purposes. Constantinople 
was protected by a serpent trophy taken from 
Delphi by the emperor Constantine. 

The caduceus has been mentioned as the 
emblem of the United States army medical 
department. Just why this was adopted, is 
not known, although serpents form a part of 
it. The emblem is adopted from the magic 
wand of Apollo, who was the giver of life to 
the dead and conveyor of disembodied spirits 
to the lower regions. While traveling in Ar- 
cadia, he came upon two serpents engaged in 
mortal combat and separated them with his 
olive staff, which consequently became the 
symbol of peace. This staff was decorated 
with fillets of ribbons, but these were replaced 
by the serpents in a position of coitus, denot- 
ing reproduction and plenty. The Greek 
Apollo, or Hermes, corresponded to the Ro- 
man Mercury, messenger of the gods, and the 
wings on the staff were added as the sign of 
Mercury. The connection of medicine and 
mercury needs no elaboration here. Mercury 
was the god of commerce, and not of medi- 
cine, although Apollo has often been called 
a physician by the Greeks. The knotted rod 
of Aesculapius entwined with a serpent has 
often been urged as the only true symbol of 
medical science. 

James A. Toney. 

Washington, D. C. 





SALIVA 


For a long time, there has slowly been dawn- 
ing on my consciousness the belief that in 
human saliva we have a remedial agency of 


more than ordinary merit. As it is impossible 
to supply this from natural sources, it has 
occurred to me to ask if, among your expert 
chemists, a synthetic saliva could not be made 
in the laboratory sufficient to supply the needs 
of the physician or the trade. 

I will now briefly outline my observations 
and experiences with saliva and leave the sub- 
ject with you. 

Years ago, while engaged as teacher in the 
Ohio public schools, I noticed after each sud- 
den weather change (and they came often) a 
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great deal of catarrhal trouble. There was 
much mouth-breathing on the part of the 
pupils, for the nose was occluded with in- 
spissated mucus and the usual discharge in 
catarrh. 

To relieve this obstruction of the nose, those 
afflicted would moisten their fingers with saliva 
and gently work these up among the crusts and 
finally dislodge them. Later, I noticed the 
free application of saliva in the same manner 
to the tender membrane of the nose. So, my 
deductions were that saliva was a soothing 
remedy in such cases; for, the sore mem- 
branes received the saliva and made no com- 
plaint. 

Trying it on myself, I found this more sooth- 
ing and curative than warm water or salves. 
For many years, I suffered from protruding 
and bleeding piles. I used many remedies with 
only temporary relief. One time, I tried the 
hypodermic treatment to the piles, but experi- 
enced no improvement. Later, the knife was 
used, but the results were disappointing. After 
months of this, I went to the Tacoma General 
Hospital where, under general anesthesia, I was 
relieved of an enormous mass of hemorrhoidal 
tissue and am now practically well. 

In all my previous suffering and after my 
operation, no application was so soothing to 
the tender parts as saliva applied on toilet 
paper. I could not cause the protruded pile 
mass to recede above the internal sphincter 
unless the toilet paper was first well moistened 
with saliva before pressure was made in re- 
duction. So, I conclude that saliva is a safe 
and proper application to tender rectal mucous 
surfaces. 

In the Scriptures is given the history of a 
case of human blindness cured by the applica- 
tion to the eyes of clay moistened with spittle. 
Now, when a statement of cure is made and 
the ingredients of the prescription are given, 
it is fair for us, who apply this prescription, 
to make a scientific analysis of the ingredients 
so as to have an intelligent understanding of 
what is being used. 
tained— 


The prescription con- 


Clay and 

Human spittle (saliva) 
Now we know that moist clay is hygroscopic 
and dehydrating—really a remover of swelling 
and tumescence found in inflamed human 
tissues. That clay has this power of reducing 
heat and swelling, is demonstrated in the litera- 
ture of Antiphlogistine—which, by the way is a 
refined clay. Now moisten clay with human 
saliva and you have an ideal eye salve. The 
wet clay takes out the swelling and, with it, 
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discoloration and pain. The saliva, with its 
healing qualities for mucous surfaces, does 
the rest. 

This is a bona fide, scientific prescription, and 
it needs no miracle to treat ophthalmia. So 
far as the human family goes, these are my 
deductions. In the animal world, it is a well 
known fact that animals cure their wounds by 
licking them, keeping them always covered 
with saliva. 

C. S. Cope. 


Tacoma, Wash. 


[A few years ago, Professor J. F. Fischer, 
of Copenhagen, Denmark, introduced a new 
remedy for the treatment of slowly-healing 
wounds, under the name of Incitamin, which 
is an organotherapeutic preparation consisting 
of phenol, serum and saliva of horse (both 
the latter being in modified form) and, in addi- 
tion, extract of the pancreatic gland. This 
preparation has recently become available in 
this country, and we have ourselves observed 
very pleasing results from its employment in 
wounds with slow granulations and in which 
the healing process was retarded. 

We are sure that Docter Cope will be inter- 
ested in this evidence to the fact that his idea 
as to the therapeutic value of saliva has 
already been worked out. While we can not 
offer, at this moment, a satisfactory explana- 
tion, observation has shown, for centuries, in 
the case of animals, that the application of 
saliva exerts a distinctly healing effect—Eb.] 


SOME THINGS IN MEDICINE THAT 
I HAVE HAD TO UNLEARN 


When I entered the medical profession, I 
relied upon the teachings of my professors and 
upon the textbooks they recommended for my 
guidance in treating such patients as dared to 
trust themselves in my hands. 


As I had no experience, I was compelled 
to accept as correct the teachings of those days 
and follow the example of my elders in the 
profession. I may better illustrate the neces- 
sity of unlearning some truths (?) that had 
been very firmly impressed upon my mind by 
the leading physicians in the neighborhood. 
I was a medical student at the time and, as 
the patient was a slave and belonged to my 
mother, I naturally took much interest in the 
case, for, I thought a great deal of the patient. 
He was a finely developed man of about thirty- 
five, an obliging, good-natured fellow, and we 
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all gave him every possible attention for his 
comfort and for his recovery. 

He came from the field where he had been 
at work, complaining of a chill and headache. 
The usual hot drinks and mustard foot bath 
were given him and he was put to bed. In 
a few hours, the doctors arrived and his fever 
had developed, with cough and pain over the 
left lung. They diagnosed it as pneumonia 
and, accordingly, started on the orthodox line 
of treatment for that trouble. 


I shall never forget the tortures inflicted upon 
that poor negro in the name of medical sci- 
ence as it was then understood and as I started 
out with it in my own practice. A rousing 
dose of calomel was given at once, and this 
was followed by “broken doses” until the gums 
were touched, or mild salivation was induced. 
Usually, though, it was not mild, but quite 
decided, depressing and annoying. 
the patient kept nauseated with small 
doses of tartar emetic, and this the attendants 
did for our case. 


Commonly, 
was 


A big blister was put over 
the whole chest and, when it was dressed, it 
was kept from healing by a stimulating oint- 
ment applied daily until the crisis had passed. 
Water was denied and, to allay thirst, just a 
few sips of “toast water” were allowed occa- 
sionally. This toast water nothing but 
some water into which a slice of hot toasted 
bread had been soaked. I presume its virtues 
consisted in having all its coolness taken out 
of it by the hot bread and, possibly, the slight 
taste of nutriment, suggested by the lingering 
odor of the toast. 


was 


This man lived about seven days and, dur- 
ing that time, in addition to the congestion and 
inflammation in his lung, he suffered the 
agonies of hell with a great big raw surface 
over his chest, a horrible salivation and a burn- 
ing thirst that was never cuenched. The last 
I remembered of him was, his glassy eyes and 
his piteous pleading to his nurse for some 
water. 

I feel that it was fortunate for me to have 
seen this case and its management so early in 
my professional career; for, I then and there 
made up my mind to ask myself why I should 
follow methods and prescribe remedies that 
my own reasoning condemmed? Accordingly, 
when my diploma was handed me and I com- 
menced to assume the responsibility of direct- 
ing the conduct of cases in which life or death 
depended upon my judgment, I treated my 
first case of pneumonia (which occurred in 
the person of a vigorous man about thirty 
years of age, and who lead an active outdoor 
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life) on very different lines from what I had 
observed and been taught. 

I opened the bowels with a fair dose of 
calomel and podophyllin, but I neither salivated 
nor depressed with blisters or nauseated the 
patient with tartar emetic. I controlled the 
circulation and relaxed the skin with veratrum 
viride until the pulse was soft and more tran- 
quil. Instead of the painful blister over the 
affected lung, I used milder counter-irritation 
with a plaster of capsicum, camphor, mustard 
and tallow. For cough and pain, I gave a 
combination of syrup of wild cherry, syrup 
of tolu and paregoric, as needed. For sleep- 
lessness, I gave Dover’s powder and hyoscya- 
mus; also, if necessary, small doses of chloral 
hydrate and potassium bromide. The diet was 
mostly milk and a little broth, with egg cus- 
tard or fruit juices, as the patient preferred. 
The patient was allowed all the cool water he 
wished at all times and as the circulation re- 
quired; he was given eggnog, milk punch, wine 
jelly, etc., sufficient to hold him up and hasten 
resolution. 

I certainly unlearned the necessity of blis- 
tering, salivating and nauseating these sufferers 
already dangerously depressed with toxins and 
laboring hearts, and I am thankful that I 
settled these matters early. I also reasoned 
that, if there was any condition likely to be 
benefited by the liberal ingestion of water, it 
was in the congestive stage of pneumonia and 
in all other stages. Indeed, I have never with- 
held cold water from any patient with any dis- 
ease, except in very rare instances. 

With fifty years behind this, my first case, 
I do not know that I have been able to im- 
prove on its management very much in all 
this time-—notwithstanding all the newer ideas, 
newer remedies and other fads. I do not treat 
my patients out of doors, on roof gardens or 
in tents, but make them comfortable in a quiet 
room with a reasonable supply of fresh air. 

In recent years, I have found two remedies 
that are valuable adjuvants in treating pneu- 
monia. They are “salithia,” for keeping the 
bowels flushed, and iodized calcium in 1-grain 
tablets for its specific action in catarrhal and 
congestive conditions of the respiratory tract. 

The great thought in treating pneumonia is, 
to see it early and make the attempt to abort 
it, which can very frequently be done. I knew 
a physician who relied implicitly upon big 
doses of quinine sulphate, administered in the 
congestive stage to equalize the circulation. 
I have seen him give 30 grains at a dose and 
repeat in 15-grain doses every two hours until 
the full sedative and relaxant effect had been 
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produced, and the trouble was cut short. I 
have done it myself on several occasions, 
though I never liked the practice as a routine. 
For, I always got more satisfactory results 
from pushing veratrum viride freely until 
effect, and aiding the action of the skin with 
hot drinks and frequently-repeated small doses 
of capsicum and belladonna. On more than 
one occasion, I have seen my mother with her 
good common-sense and simples cut short what 
I now know was first-stage pneumonia. When 
any of us would come in with chill, headache, 
flushed face, hurried breathing, pain over lung 
and short cough, she would promptly give us 
a hot mustard foot bath, put us between heavy 
blankets and fill us up with hot sage tea until 
profuse perspiration was established and the 
danger of pneumonia was passed. 

I wish to emphasize the prompt and salutary 
effect of the mustard foot bath in relieving 
pulmonary and other congestions. The feet 
should be plunged into a tub containing sev- 
eral gallons of hot water reaching to the knees. 
A handful of ground mustard is stirred into 
this and the temperature kept as hot as it 
can be borne, for fifteen to twenty minutes. 
The legs should be well rubbed by an assistant 
while in this hot bath. The feet and legs 
will remain red and hot for hours after taking 
them from this bath and, as an anticongestive 
measure, I know of nothing that better serves 
the purpose. As a very valuable adjuvant in 
promoting determination of blood to the sur- 
face and inducing diaphoresis, I must again 
mention the good old simple sage tea. Take a 
patient with the chill of beginning pneumonia, 
give him the right kind of mustard foot bath, 
put him between blankets and give him a few 
cups of strong, hot sage tea, and I'll guaran- 
tee that in two hours he will be in a profuse 
perspiration and well on the road to safety; 
certainly, if the heart is prevented from furi- 
ously driving blood into congested areas by the 
proper administration of veratrum viride. 

C. A. Bryce. 

Richmond, Va. 

THE MEDICAL PROFESSION AND 
THE PUBLIC 


Your remarks, on page 9 of the January 
issue of CLINICAL MEDICINE, as to the epi- 
demic of pseudo-medical bills all over the 
United States, I believe, can be answered very 
easily. The cause lies within our own ranks. 
Too many of our members are out for personal 
fame, they play to the gallery, simply to get 
their names in the public print, without paying 
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for it. Take, for example, the following clip- 
ping which appeared several times in the 
Twin-City papers during the meeting of the 
College of Surgeons, held in St. Paul, Minn., 
during the first part of January, this year. 
{From Minneapolis Tribune, Jan. 10, 1922.] 


NORTHWEST HOSPITALS LAUDED 
BY SURGEONS 





American College Speaker Again Warns of 
Unnecessary Operations 


At a meeting of the People’s Church, 
St. Paul, Professor Raymond said that 
public opinion must be aroused to the duty 
of driving out the surgeon who operates 
upon a patient unnecessarily, for the sake 
of the fee. 

“T was astonished when I came into con- 
tact with the profession up and down the 
country to find the extent of this dastardly 
work,” Professor Raymond said. “The man 
who operates unnecessarily, imperiling the 
life of his patient, should be behind the 
bars. Not only the untrustworthy, but 
incompetent surgeons are to be found hand 
in glove with doctors who send them 
patients to be operated on needlessly, per- 
haps fatally, just to split big fees.” 


After reading this account, one wonders 
where Professor Raymond got his information 
as to the number of unnecessary operations 
performed. 

I do not know who he is and whether he 
has ever operated or not. However, the people 
at large probably imagine that he is some 
great authority, and, you may be sure, the 
whole medical profession has suffered in loss 
of confidence and respect by his remarks. 

For my part, the “dastardly work” looks 
like a confession or, at least, shows that he 
has been present at a great many operations 
which, he knew, were done only for the fee. 
Also, he lacked the moral courage to protest, 
but waited for a mixed audience to tell the 
tale. 

However, the main point is, that every physi- 
cian is hit; the good with the bad. No doubt, 
there are both, but I believe that the mem- 
bers of the medical profession as a rule are 
more honest than any other class of men for, 
the money side is neglected altogether too 
much for their own good. Where that is so, 
honesty is always the easiest way. 

In regard to the other charge, that of “fee 
splitting,” I do not know to what extent that 
is done, for, in some twenty years of prac- 
tice I never had anyone offer to split a fee 
either way. However, I do think that many 
a patient might have had an earlier operation 
and, perhaps, with more benefit, were it not 
for the fact that the attending physician did 
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not relish losing a paying patient by sending 
the case to some one better fitted, and in doing 
so lose part of his income. 

You may talk Ethics all you please; stil], 
the fact remains for, I will say, seventy-five 
percent of the profession—they must live. Jp 
fact, the splitting of the surgical fee would 
remove one-half the temptation for the sur- 
geon to perform an unnecessary operation. Be 
that as it may, I am not advocating or con- 
demning the practice, nor have I any personal 
feelings in the matter, as I have not been jn 
active practice for several years, having found 
a business which gives me better financial re- 
turns and with less exertion on my part. Yet, 
one never loses interest in the calling. So, 
when one reads articles like the one referred 
to, every little while, in the daily papers, writ- 
ten by some self-styled prominent surgeon, it 
seems that some one should make an effort to 
counteract its evil effects on the public. 

Articles refuting charges of that kind and 
opposing some -of the laws that are up for 
passage should be published by the local med- 
ical societies in the lay papers, being paid for 
by the entire medical profession. I am sure, 
every one would be willing to do his bit. No 
names need appear, but the text should be for 
the general good of all, letting the people 
know what is being done for them by the 
medical profession at large and that there are 
not a few great doctors and an army of poor 
ones, as most of the general public believe, but 
that all have the same fundamental learning, 
and all are capable of giving the best of serv- 
ices. In such manner, the people might be 
taught a better understanding of the problems 
confronting medical men, and might gain new 
respect for, and increased confidence in, their 
physicians. 

E. R. TAytor. 
Minneapolis, Minn. 
MEDICAL GROUPS 

After ages of service, medicine as an insti- 
tution now finds itself answering the immutable 
law that, however valuable or extensive the 
property or service, unless it be adequately 
protected, it is ultimately destroyed or adopted 
by those who will protect it. 

Medicine is a magnificent machine from 
which such valuable appendages (dentistry, op- 
tics, and many others) have been depredated 
that a pitying or covetous State is even now 
casting an appraising eye upon it. 

Some one has aptly said “All of us can be 
of more help to each of us than each of us 
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can help himself.” So long as the average 
earnings of a doctor equal those of a laborer, 
just so long will their economic power be 
equal. Even as the strength of a nation is 
measured by the homes, so the strength of the 
medical profession is no stronger than the indi- 
vidual; and, to help the individual, he must 
help himself by cooperating with his fellows. 

Many of our number do not have to be sold 
on the idea of group medicine. But, they need 
to be shown how, specifically and in detail. 
They have long wished that they might organ- 
ize, form partnerships or corporations and get 
the benefit of cooperation as they are enjoyed 
by so many other branches of business. It is 
the How, not the Wuy that occupies the first 
although there is subject matter 
enough in the “Why” to write a book on it, 
many do not realize that already “State Med- 
icine” has a crippling hold on us and that we 
shall suffer more before we are free from its 
clutches. 

It must be apparent that there is some in- 
herent reason why such an intelligent body of 
men have so long denied themselves the benefits 
of cooperative organization. When we analize 
those reasons, we shall then be in a better posi- 


position ; 
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and material. The good mixer, even though he 
may have poor ability as a physician, may 
bring in more business to an organization than 
the more efficient brother of less pleasing per- 
sonality. 

The present status of Medicine is untenable. 
We Must form groups and cooperate or we 
shall be made to do so by State Medicine. The 
Good of the Patient Demands It. No real phy- 
sician can ever resist that reason. It is the 
only excuse for his being. It is the handwrit- 
ing on the wall that will decide the entire 
future of Medicine and, regardless of personal 
feelings, must inspire the actions of the indi- 
vidual, 

It is amply proven that the people appreciate 
and patronize organized service such as that 
offered by the Mayo Clinic and a few others. 
These organizations afford many valuable les- 
sons that we need. Let us hear from some 
one who knows How They Do It and also 
every instance of cooperation, between indi- 
viduals or groups, that has worked satisfac- 
torily. Then, some ingenious brother with a 
penchant for organization will standardize a 
method that we can all follow successfully. 

The following chart will give a graphic idea. 


AS THINGS ARE NOW 








PATIENT 
M.D. LAB. XRAY DRUGS ate 
CN RMI i a sua nna ibe sae eui $ 2.00 
EMDOCRIOTY TOCEIVED: 605.040.0cc00sseecnsens 5.00 
PT CUI og oo. ce Fac anentunsasexunen 10.00 
Pe NN SOOPINON i casmsderseetceees 4.00 
PI RI is oe ss 0's 4s oelanlaewaneunee 100.00 
$121.00 
AS THINGS SHOULD BE 
PATIENT 
DOCTOR 
LABORATORY XRAY posecnn SURGEON SPECIALISTS 


tion to intelligently go about an organization. 

The services rendered by the individuals of 
any of the great organizations are more nearly 
equalized hour by hour and unit by unit than 
is possible with the services of physicians. This 
is probably the greatest reason for the lack of 
partnerships and of cooperative practice. 
Here, as usual, the scientific outweighs the ma- 
terial. It is results that count, both scientific 


If we make the same charges, namely 


the total collected again amounts to $121. 


However, dividing this sum pro rata, each man 
receives $24.20. It is freely admitted that this 
diagram does not represent the condition just 
as it may be taken from your records; but it 
so closely represents the possibilities of a 
group that it is suggestive and enlightening. 
Not every patient will need the services of 
such a group and, the good of the patient being 
the first object of the group, the expense and 
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service will go hand in hand to the ultimate 
good of all concerned. 


EI Paso, Texas. 


Scott Bronson. 


[Doctor Bronson’s letter contains some very 
acceptable suggestions. Undoubtedly, this is 
the era of cooperation and physicians have 
long since found out that the general practi- 
tioner can not care for those, who put them- 
selves into his charge, without calling upon 
the assistance of others who possess special 
knowledge and special ability in certain re- 
spects. . 

The group-medicine idea is by no means new, 
and we have had information of various asso- 
ciations of physicians, or “firms”, in which 
general practitioners, surgeons, physiotherapists 
and specialists worked together for the greater 
good of their patients and themselves. If it 
were only possible to elaborate a fair and 
equitable modus operandi, that would be satis- 
factory to all concerned, we conceive that the 
idea could easily be carried out. We believe 
that the advantages would be great, and we 
should like to hear from our subscribers and 
receive suggestions in regard to the problem.— 
Ep.] 


PREMEDICATED ALCOHOL 





A plan on foot in Washington which, to the 
average physician, may sound reasonable and 
possibly desirable, is to permit the use of de- 
natured, or, as it has been dubbed, “premed- 
icated” alcohol for use in remedies intended 
for internal administration. Perhaps we would 
be more inclined to look with favor upon this 
proposal if it came from some other source; 
but, in of the fact that it is being 
sponsored by the proprietary medicine inter- 
ests, we feel like scrutinizing it pretty care- 
fully. 

The plan, in a nutshell, is this: Alcohol 
used in medicine shall be “premedicated” with 
one or more of the ingredients used in that 
medicine, and when it is so premedicated, it 
shall be free from tax. 


V iew 


But 
stop a minute and analyze the situation. First, 
what does this mean to the proprietary medi- 
cine manufacturer? It means simply this: 
Most of his goods are sold at fixed prices per 
bottle. If he can get his alcohol free, the 
“spread” between cost and selling price will 
be greatly increased, also his profits. Such an 
arrangement would put thousands of dollars 
annually into the pockets of every man or 
firm manufacturing a patent medicine selling 
at a fixed price. 


Sounds reasonable enough, doesn’t it? 





LET’S TALK IT OVER 
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Simple enough when only one or two prep- 
arations are concerned. But, before passing 
judgment, turn to the other side of the picture, 
The pharmaceutical manufacturer puts out 
500, 1,000 or 2,000 different alcoholic prepara- 
tons; in other words, instead of having to 
deal. with one or two, or even half a dozen 
formulas of denatured alcohol, he would have 
to have as many, or nearly as many alcohols 
as he has prepartions. This means an enor- 
mous stock of alcohol on his shelves, and large 
capital tied up. Consequently, the saving to 
the consumer would necessarily be small. 

Furthermore, our official tinctures, elixirs 
and fluid-extracts are made according to meth- 
ods developed by the experience of one hun- 
dred years or more. In some of these prep- 
arations, pure alcohol is used; in other, 10- 
percent alcohol,—different dilutions, according 
to the solubility or physical properties of the 
drug to be treated. For instance, in denaturing 
or premedicating digitalis with 95-percent alco- 
hol, we get quite a different preparation than 
we should if the strength of alcohol required 
in the Pharmacopeia were used. 


Still further, the scientists interested in the 
development of the Pharmacopeia, such men, 
for instance, as Dr. Fullerton Cook, chairman 
of the Revision Committee of that official 
book, declared that, to adopt a plan of pre- 
medication like this, would endanger our of- 
ficial standards of hundreds of preparations 
and make the book itself a joke. 

And, still further, the “premedication” or 
dilution of the alcohol would be done in the 
distillery, by the distiller’s employes and not 
by pharmacists and others trained in the han- 
dling pharmaceutical preparations. The 
scientific control over the manufacture of these 
drugs would be lost. 


of 


It seems to us quite clear that the only one 
who would benefit by “free” and “premedi- 
cated alcohol” of this kind would be the man- 
ufacturer of such preparations as S. S. S, 
Tanlac, and Lydia Pinkham’s Compound. The 
price to the doctor and his patient would be 
greatly affected, while the character of the 
preparations which he uses would be seriously 


endangered. Incidentally, the government 
would lose about $20,000,000 of revenue 
annually. 


I am sure that no physician who under- 
stands the situation would for a minute think 
of endorsing a dangerous plan of this char- 
acter. Why not tell your congressman how 
you feel about it, and ask him to report to the 
proper authorities. 












f 


,y, 
Mga 


( 


lity 


jut 
I 
AUMNUUUNNAAAIT,, 


a 
ut 
qu 


QHNULUUUOANNOSONGOONONCUUUUOUUUOUUUUOUUANCANGAUOUOAUONEAAUUAGUOUOUCARSUUUUUUUOOUUUUUON TARA UUUD OANA AANOGAADNUAGOUUUOUUENNNNAAAAAAUAAAbGOnANA 


THE MOBILE V-COLON, 
Its Causes, Effects and Correction 


A more or less acute angle is liable to 
form in any part of the transverse colon 
where there is localized weakness of the 
abdominal wall. Because this bend resem- 
bles the letter V, it has been termed the 
V-colon. 

In moderate degree, this bend is of com- 
mon occurrence—in extreme degree, occa- 
sional. 

Its consequences are far reaching. It 
slowly undermines the healthy by causing 
stasis in the bend and in the section of the 
colon behind it. 

Recognition of the V-colon is easy by 
auscultatory percussion, but more difficult 
with bismuth enema, because of the ten- 
dency of the latter to mechanically straight- 
en the bend as it fills the transverse colon. 

Temporary correction can be quickly ac- 
complished by slow, sighing expirations, 
elevation of legs, and other measures. 

Permanent correction can be made by ap- 
plying a simple supporting belt, and by the 
faithful and persistent use of exercises cal- 
culated to draw the recti muscles together 
and to strengthen the entire musculature 
of the abdominal wall. [E. M. Mosher, in 
New York Med. Jour., 18 May, ’21, p. 741.1 


FREUDISM IN MEDICINE 


The Freudian theory and its application to 
medicine are undoubtedly growing in popularity 
here and abroad, but in this, as in all cases, 
slight knowledge is dangerous, and in the hands 
of the few, who in their excessive enthusiasm 
failed to use discretion in careful selection of 
cases amenable to treatment by the psycho- 
analytic method, it has wrought a great deal 
of evil. 

Against this misuse of the theory, a warning 
is given by an editorial writer of the Lancet 
of July 9th, 1921 (page 84). The editor fears 
that, if the followers of Freud will not temper 
their zeal by discretion and rigorous scrutiny, 
the assistance that experimental psychology 
may give to therapeutics may be lost. 

He concludes that psycho-analysis is a 


new thing and closer acquaintance with it is 
imperative. We can only say amen to this 
timely warning. for, many a valuable aid in 
therapeutics as well as in diagnosis have fallen 
into disrepute just because enthusiasts have 
made unfounded claims which later could not 
be materialized; the result being that the 
methods in question were totally discarded to 
the loss and chagrin of the profession. 


TREATMENT OF PILES WITHOUT 
OPERATION 

An old method of treating hemorrhoids is 
brought to notice again by Dr. James Eodie, 
in the Practitioner (July, 1921, page 66). It 
is the socalled injection method, which con- 
sists in the interstitial injection of 
individual pile with carbolic acid. 
nic is a very simple one: 

At first, examine the rectum digitally and 
elicit cause for piles. Each pile is punctured 
by a needle of a syringe and three to five 
minims of the injection fluid is injected, which 
consists of : 


each 
The tech- 


Carbolic acid 

Hamamelis 

Aqua Dest. 

The anal canal is swabbed dry of any in- 
jection fluid that may have escaped into it. 

Dr. Eodie claims that he has used this 
method for eighteen years with very good re- 
sults. He also used this injection treatment 
for pruritus ani with very gratifying results. 


STOMACH TUBE FOR INDUCTION 
OF LABOR 

Dr. Gibbon Fitzgibbon describes in the June 
number of the Dublin Journal of Medical Sct- 
ence, (through Lancet, July 9th, 1921 Page 90), 
a novel method of inducing labor by means of 
a stomach tube. Dr. Fitzgibbon claims that 
the method is much simpler and much more 
free from danger than any hitherto suggested. 
He states that the tube has the following ad- 
vantages over the bougies used in inducing 
labor. 

1. Certainty and greater ease of steriliza- 
tion, 


2. Absence of risk of rupturing the mem- 
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branes, which is present in the use of bougies. 

3. Non-disturbance of the placenta, since it 
is confined to the lower uterine segment. 

4. On account of its coiled position, it may 
exert a slight elastic pressure and become 
more stimulating than a uterine bougie is. 

The method suggested by Dr. Fitzgibbon 
is unusual indeed, but appears to be well worth 
trial. 


METHYL-ALCOHOL POISONING 


Prohibition has brought in its wake an in- 
creased number of cases of methyl-alcohol poi- 
soning, and the ability to recognize it early and 
institute successful treatment becomes a self 
evident necessity. 

In the October number of the Nebraska 
State Medical Journal, (page 316), Dr. Fran- 
cis W. Heagly reports 
hol 


classical 


a case of wood-alco- 


poisoning which presented almost a 
array of symptoms. 
headache, vomiting, abdominal 
rhea. Pallor and weakness were marked; tem- 
perature subnormal, pulse between 90 and 120, 


movements of the 


They were, 


pain, diar- 


chills and convulsive ex- 
tremities. 

Eleven days after taking wood alcohol, ocu- 
lar involvement manifested itself. The patient 
complained of dimness of vision though the 
fundi showed little change except a slight 
retinal congestion. 

Laboratory findings were as follows: Leu- 
kocytosis of 16,000—76% polynuclears. The 
urine contained albumin, pus cells and epi- 
thelium; later, as death approached, it 
diminished in amount and contained a great 
deal of albumin, hyaline and granular casts 
and, finally, blood. Autopsy findings reveal 
the greatest pathological changes in the kid- 
neys and the gastrointestinal tract. 

The treatment, as 
Heagly, is as follows: 

1.—Repeated lavage of the stomach with 
'4-percent sodium bicarbonate solution for at 
least three days after the ingestion of wood 


suggested by Doctor 


alcohol. y 
2—The repeated use of a 5-percent sod- 
ium bicarbonate solution intravenously, in 


amounts of 400 to 500 Cc. 


3.—Three to 4 ounces of magnesium sul- 
phate left in the stomach 
purposes. 

4.—Colon irrigations with hot soda solu- 
tion, twice daily. 

5.—Blindness to be combatted by the use 
of dionin. 


for eliminating 





WHAT OTHERS ARE DOING 








April, 1922 









Lumbar puncture is quite helpful in the re- 
covery of vision in a great number of cases, 





A NEW TREATMENT FOR SYPHILIS 


The Paris Letter to the Journal of the 
American Medical Association (July 23rd, 
1921), relates that Drs. Levaditi and Sazerac, 
of the Pasteur Institute, presented a commu- 
nication to the Academy of Sciences, concern- 
ing the use of a new substance in the treatment 
of syphilis; namely, potassium sodium bis- 
muthate. This substance is still in the experi- 
mental stage. Intravenous injections of a 
watery solution of this compound were made in 
several syphilitic rabbits. The following day, no 
spirochetes could be found in the blood. No 
recurrence in four months. A few months 
later, no evidence of syphilis could be found. 
A prompt cure of syphilis in man, with a 
disappearance of the primary symptoms and 
the spirochetes in blood, has been brought 
Sut, 
no final conclusion, the author states, can be 
drawn from 


about by the use of this new preparation 


these experiments for several 
years. 


SYPHILIS IN WHITES AND 
NEGROES 


Ernest L. Zimmermann (Archives of Derma- 
tology and Syphilology, Vol. 4, No. 1, July, 
1921) remarks that there has been much spec- 
ulation in regard to the variations in the reac- 
tion of persons to syphilis. Inheritance prob- 


ably plays a part, and environment in its 
broadest sense, which includes occupation, 
habits, associated disease and the effect of 


treatment, influences the course of the disease. 
There may be added to these, the variation in 
strain of the spirocheta pallida, a conception 
apparently substantiated by recent animal ex- 
perimentation. It can not be assumed however, 
that strains infecting the whites, except in so 
far as racial antipathy and the legal restric- 
tions placed upon miscegenation prevent inti- 
mate personal contact between the races and 
pave the way for the evolution of strain varia- 
tions. 

In this paper, a comparative study of syphilis 
in Whites and in Negroes is undertaken for the 
purpose of emphasizing inherited racial dif- 
ferences in response to syphilitic infection. The 
author presents a review of investigations that 
have thus far been accomplished, besides pre- 
senting the results of the investigation upon 
the syphilitics of the Johns Hopkins Dispen- 
sary, where 1843 cases, 893 Whites and 950 Ne- 
groes were studied. The manifestations of the 
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three different stages of the disease in both 
races were studied and compared. The follow- 
ing general conclusions were formed: 

Primary Syphilis—Extragenital infection is 
relatively infrequent in Negroes. Among them 
the age of infection is one or two years earlier 
than in the white population. 

Secondary Syphilis is characterized in the 
Negro by marked polyadenitis, by frequent and 
severe osteo-arthritic symptoms, by the fre- 
quency of iritis, and by the high incidence of 
follicular and pustular syphilides. A_ striking 
racial peculiarity is the frequent occurrence of 
the annual papular syphiloderm. 

Tertiary Syphilis——Bone syphilis is the most 
frequent lesions of tertiary syphilis in the Ne- 
gro, exceeding neurosyphilis, which in white 
patients comprised almost half of all late man- 
ifestations. 

Cardiovascular syphilis is more frequent in 
the Negro, with an incidence of two to one 
in colored and white males, respectively. 

Stricture of the rectum and _ elephantiasis 
vulve are extremely common in the colored 
people. 

Leukoplakia is rare in the Negro. 

Tertiary adenitis is common in the negro. 

Neurosyphilis is more frecuent in white pa- 
tients than in Negroes. The Negro is less likely 
to develop tabes or paresis, while the large 
group of unclassed cases of cerebrospinal 
syphilis is approximately of equal frequence in 
the two races. In Negroes it is especially likely 
to manifest itself in the form of cerebral endar- 
teritis. 

Conclusion—In respect to syphilitic infec- 
tion, there exist inherited biological differences 
between white and negro patients. The Negro 
develops intense reactions on the part of cu- 
taneous and osseous structures, and is rela- 
tively free from rabes and paresis. In white 
patients, syphilis more frequently runs_ its 
course with skin manifestations slight or ab- 
sent, but there is a greater tendency toward 
the eventual development of tabes or paresis. 


COLLOIDAL SILVER PREPARATIONS 





Ralph B. Cobb (Journal of Urology, Vol. 
VI, No. 1, July, 1922) declares that argyrol, 
with all its good qualities has one defect. Like 
all aniline dyes, it stains intensely. Its discov- 
erer has again donated a very valuable contri- 
bution to science in the form of the discovery 
of a salt which lacks this objectionable staining 
quality. It is silver chloride in colloidal form. 
By colloidal solution is meant, a solution of an 
ordinarily insoluble salt rendered soluble by 
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extreme subdivision, i.e., the particles must be 
smaller than 1:250,000 of an inch. 

The Solution under discussion is a colloidal 
solution of silver chloride in syrup U.S.P. con- 
taining 1 percent of AgCl. It has, according 
to the Chicago Laboratory, a phenol coefficient 
of 1, 305. It has been used by the author for 
the last nine months in his private practice and 
at the clinic of the Illinois Social Hygiene 
Society. In summary, he finds: 

The average duration for the permanent dis- 
appearance of the discharge in acute anterior 
as well as sub-acute and chronic cases is: 

1. First infections: 3 weeks. 

2. One previous infection: 3 weeks and 3 
days. 

3. Two or more previous infections: 2 weeks 
4 days. 

4. Chronic cases: 2 weeks and 4 days. 

In all cases treated there have been no real 
complaints of irritation. 

In no instance has there been any staining 
of either the linen or skin. 

Conclusions—The writer's results with col- 
loidal silver chloride Hille, known and pre- 
scribed as “lunosol” or “White Silver Hille,” 
compare more favorably than the results ob- 
tained by any other of the generally used 
preparations. 

The new silver salt was found to be more 
efficient, non-toxic, non-irritation and free from 
any staining qualities. 

Additional work with this new product will 
be carried out and reported at a later date. 

[We are strongly of the opinion that the col- 
loids are among the most promising therapeutic 
agents. We are reminded of another colloidal 
silver preparation that has recently been put 
on the market; namely, Argyn. This also is 
very effective —Ep.] 

VIABILITY OF SPIROCHETA PAL- 
LIDA IN EXCISED TISSUE AND 
AUTOPSY MATERIAL 





George R. Lacy, M.D., and Samuel R. Hay- 
thorn, M.D., (American Journal of Syphilis, 
Vol. V, No. 3, July, 1921) became interested 
in the cuestion of the occurrence of spirocheta 
pallida in dead tissues, when actively motile 
spirochetes were found in the blebs and organs 
of a stillborn congenitally syphilitic infant 
which had been kept in a refrigerator twenty- 
six hours prior to the autopsy. They con- 
ducted experiments in order to determine the 
time during which the spirocheta pallida re- 
main’ alive in dead tissue, the criteria being 
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the motility of the organism and its ability to 
transmit the disease to a new host. Their re- 
sults are summarized below: 

Spirocheta kept in serum or moist tissue, 
either human or animal, may retain slight mo- 
tility as long as three months or more. Reli- 
able dark-field examinations can be made on 
tissues or fluids collected several hours pre- 
viously, provided they are kept moist and cool. 
Complete drying is probably fatal to the spi- 
rocheta pallida, since each of the rabbits used 
by the experimenters failed to develop syphilitic 
lesions when inoculated with dried spriochetes. 
This is in accord with the work of Neisser. 
Spirocheta pallida may, and in the case of the 
authors did, remain virulent in autopsy mate- 
rial for twenty-six hours or longer. 


SYPHILIS OF THE LUNG 

According to Cleaveland Floyd, H. K. Bout- 
well, and R. L. Leonard (The American Re- 
view of Tuberculosis, Vol. V, No. 7, Septem- 
ber, 1921), the x-ray is a valuable adjunct for 
detection of pulmonary syphilis, as few of these 
lesions come to autopsy and the condition must 
clinical Pul- 
monary syphilis consists of a symptom-complex 


be demonstrated by methods. 
of history, positive Wassermann test, extrapul- 
monary lesions, continued negative sputum for 
the and 
found at the base or toward the hilum. 
effect of an intercurrent 
upon an established pulmonary tuberculosis is 


signs 
The 


syphilitic infection 


tubercle bacillus, pulmonary 


that of stimulation of the production of tibroid 
tissue formation. 

The routine Wassermann test in the clinic of 
the Boston Consumptive Hospital has shown 
that 8 percent of the male patients have syph- 
ilis. Of these cases, 50 have had x-ray exam- 
inations over a period of years, during which 
time they have been treated more or less ex- 
tensively for syphilis. Only two cases were 
fairly typical of pulmonary syphilis. 

The following conclusions are drawn: 

1. Every case having tuberculosis and syph- 
ilis combined should be given intensive syphi- 
litic treatment, more especially if the lesion is 
not typically one of tuberculosis. 

2. The presence of syphilis may at times con- 
siderably aid in the production of fibrous tissue 
in the lung. 

3. Syphilitic dilatation of the aortic arch, 
even in the well marked instances may be im- 
proved by prolonging intensive antisyphilitic 
treatment. 

Apropos the above subject, an article in the 
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June, 1921, issue of the New York Medical 
Journal, by H. M. Minton, contained the fol- 
lowing interesting facts: 

1. Syphilis of the apices of the lungs is by 
no means a rare condition and there are many 
cases of this disease being treated for pul- 
monary tuberculosis. 

2. The 


should be 


Wassermann and other blood 


tests 
used more extensively in private 
practice in cases giving signs and symptoms of 
active tuberculosis but not giving positive 
sputum. By so doing, many cases which are 
running a rapidly downward course would be 
arrested. 

W. W. Watkins, in an article in the May, 
1921, number of the American Journal of 
Roentgenology, made the following comments 
in regard to the same subject: 

1. In the treatment of systemic lues, it is 
important to know whether the lungs are in- 
volved, since a Herxheimer reaction in the 
lungs may be serious. 

2. It is important in tuberculosis to ascer- 
tain whether the patients combat this compara- 
tively benign infection or whether a sinister 
combination with active syphilis must be 
treated. 

3. It may be triply important not to disturb 
the fibrotic changes of latent syphilis by ar- 
treatment, if the tendency of this 
fibrosis is to arrest the tuberculosis. 


senical 


[See also the article by Dr. de Stone, on 


page 289 of this issue —Ep.] 


ABORTIVE TREATMENT OF 
GONORRHEA 


Dr. W. M. Browdy, writing in the London 
Practitioner (Oct., 1921), says that, as a rule, 
he is not an advocate of strong antiseptic in- 
jections for the purpose of aborting gonorrhea, 
but he has obtained satisfactory results from 
the use of Acriflavine 1:100 and normal horse 
serum A small quantity is 
the 
meatus sealed; the patient is requested not to 
several This treatment 
causes no pain and is followed by no after- 
effects. The serum is combined with the fla- 
vine for two reasons: (1) the serum increases 
the bactericidal action of this antiseptic; and 
(2) large amounts of serum have a distinctly 
bactericidal effect on the gonococcus. The 
abortive treatment should be begun, if at all, 
within twelve hours after infection. 


in equal parts. 


injected into the anterior urethra and 


urinate for hours. 
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BISHOP: “ARTERIAL SCLEROSIS” 


Arterial Sclerosis. A Consideration of the 
Prolongation of Life and Efficiency After 
Forty. By Louis Faugéres Bishop, M.A., M.D. 
London: Oxford Medical Publications. 1921. 

Bishop’s work on arteriosclerosis is well 


known, and the present volume is but an ex- 
tension of, and improvement upon, two earlier 
editions of the same work, that have been 
studied by numerous physicians with great ad- 
vantage. 

In order to understand a disease, one should 
know it is. Regarding arteriosclerosis, 
Bishop says, we know it as familiarly as we 
know any person of our acquaintance, but of 
all diseases it most eludes definition. It has 
been a theme for the pens of the masters of 
clinical medicine; but the pathologists have 
assumed the right of definition, and have been 
prone to claim a better acquaintance on account 
of their final review than the clinicians after 
long years of daily intercourse. Contrary to 
the commonly held and implied idea that 
arteriosclerosis is an affection of the circula- 
tory organs, Bishop insists that much of 
arteriosclerosis, the disease, is outside of the 
blood and that the changes in the 
arteries must not be mistaken for the disease 
itself. 

Arteriosclerosis is really a disease of the cells 
of the whole body, but the circulatory system, 
pervading every part of the body, more than 
any other, is the one that shows the most con- 
spicuous result of the damage that really be- 
gins in the ultimate cells. This primarily is a 
perversion of functions and, what we really 
know about various organs, must be expressed 
in function. 

As to its origin, Doctor Bishop’s belief is 
that arteriosclerosis arises when the cells of 
the body become sensitive to particular pro- 
teins, and that these proteins create irritation, 
something in the nature of a mild anaphalaxis, 
and if this is continued over a long period of 
time, the result is, changes in structure which 
constitute the disease known as arteriosclerosis. 
The circulatory organs show the most ‘striking 
changes. ® 


what 


vessels 


In establishing the etiology of a disease, 
Doctor Bishop warns us in the beginning 
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(Preface) that two factors at least are nearly 
always necessary in the production of disease, 
and that one may not fix on a single cause. 

There must be an underlying tendency that 
has prepared the soil and collected the seed, 
and there must be the immediate occasion that 
plants the seed and favors its germination. In 
elaborating the theory of chemical intermediate 
causes that prepare the soil and provide the 
seed, we must not be thought to minimize the 
importance of nervous strain, dissipation and 
acute disease as breaking down the physio- 
logical defences and rendering the organism 
sensitive to particular molecules. 


This book is too full of excellent teachings 


than that the Reviewer could refer to them 
all. We wish to call attention especially to 
the chapter on Things to be Avoided in 


Arteriosclerosis; a chapter in which various 
commonly accepted teachings are shown to be 
erroneous—such as, for instance, the indis- 
criminate “flushing out” with copious water- 
drinking in virtually all forms of renal irrita- 
tion and disease. 


Other chapters that are of vital importance 
to the practitioner are those on Blood Pressure; 
on The Treatment of Arteriosclerosis; on Diet 
in Arteriosclerosis; on Prolongation of Life in 
Arteriosclerosis ; on The Prevention of Arterio- 
sclerosis; and several others. 

We have here a remarkably worth-while 
book and one the study of which will neces- 
sarily be of great benefit to the physician and 
to his patients. 

“NATIONAL TUBERCULOSIS 
ASSOCIATION” 





There has just come to our desk the “Trans- 
actions of the Seventeenth Annual Meeting of 
the National Tuberculosis Association,” which 
was held in New York City, June 14-17, 1921. 
It contains the customary report of the officers 
and the numerous articles that ‘were presented 
to the meeting, including the discussions; On 
glancing through the table of contents, we find 
papers on Dichloramine-T in Tuberculous 
Abscesses;. on Vocational Training for Ar- 
rested Tuberculous Patients; on Lymphatism 
and Tuberculosis; on Undergraduate Instruc- 
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tion in Tuberculosis; Postgraduate Education 
in Tuberculosis. In all, there are sixty-one 
papers, all dealing with tuberculosis. 

It is the Reviewer’s opinion that this volume 
of the Transactions, alone, is well worth the 
annual dues that the members of the Associa- 
tion pay. There are by far too few physicians 
enrolled in its roster. Indeed, there is no 
reason why at least 100,000 physicians through- 
out the United States should not be members. 
Surely, we all of us are intimately and closely 
interested in the tuberculosis problem. With 
equal certainty, it is self-evident that member- 
ship in the National Tuberculosis Association 
not only enables us to do our part in the cam- 
paign against the great white plague but bears 
direct fruit in affording us valuable instruc- 
tion and information regarding numerous 
tuberculosis problems. The Reviewer desires 
to urge his readers to join the National Tuber- 
culosis Association. 


FOWLER: “PULMONARY TUBERCU- 
LOSIS” 





Pulmonary Tuberculosis. By Sir James 
Kingston Fowler, M.D., etc. With 52 illustra- 
— London: MacMillan and Co., Limited. 

A book written on pulmonary tuberculosis 
by one of the authors of Fowler and Goodlee, 
“Diseases of the Lungs” (1898) could not but 
arouse the Reviewer’s lively interest. His 
study of the volume has by no means disap- 
pointed the confident expectation of something 
good. The author says significantly that “the 
book is intended for students who are either 
tice of their profession.” This might be made 
the text for a useful sermon. However, our 
readers can draw their own lessons from it and 
let the remark stimulate them to continued 
study. 


Doctor Fowler writes out of a ripe and rich 
experience of many years in the treatment of 
lung diseases, especially of pulmonary tubercu- 
losis. For long, he has been in the foreground 
in the campaign against tuberculosis and has 
deserved especially well of the sanatorium 
movement in England. 


In his historical introduction, the author de- 
plores that medical writers persistently ignore 
the great contributions to medical science of 
English writers like William Stark and William 
Budd, an injustice to the memory of these two 
men which the author has taken pains to cor- 
rect. With regard to his very just appreciation 
of William Stark, the Reviewer would like to 
mention that L. Waldenburg (“Die Tubercu- 
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lose”) who presented a very excellent history 
of tuberculosis study (which he carried up to 
1869) devotes an appreciative chapter to Stark 
who, according to him, deserves credit mainly 
for having been the first to describe in detail 
the miliary tubercle and to define its proper 
place in the pathological anatomy of the lungs. 
It is of great interest to be told by Doctor 
Fowler that William Stark antedated Laennec 
in the conception of the unity of phthisis, by 
forty-eight years. 


To enter a little more into these interesting 
historical studies, it may be recalled that, one 
hundred and one years before the publication of 
Stark’s book, that is to say, in 1689. Richard 
Morton, another noted Englishman but whom 
Fowler does not mention at all, advanced the 
study of tuberculosis materially by pointing out 
that pulmonary consumption is based always 
upon tubercles. It is true that he accepts the 
opinions of Sylvius and of Willis, according to 
whom these tubercles were minute, degenerated 
lymph glands that are present in the lung tis- 
Still, as Waldenburg points out justly, 
Morton’s views constitute a marked progress 
over those of Sylvius. Moreover, if his suc- 
cessors had built upon the basis established by 
him, the study of phthisiology would have ad- 
vanced far more rapidly. Unfortunately, the 
investigations of Sylvius, of Willis and of 
Morton were neglected for almost a century, 
and it was only with Stark, William Budd and 
Matthew Baillie (in England) and with Bayle 
and Laennec (in France) that the modern 
study of tuberculosis may be said to have en- 
tered into a productive stage. 


sue. 


With regard to the practical chapters of 
Doctor Fowler’s work, only good can be said. 
The book is intentionally held brief and con- 
cise. It is written interestingly, with many 
personal touches (as well it may) and contains 
largely the results of the author’s own indi- 
vidual experiences and observations. For the 
forms of tuberculosis that are due to bovine 
infection and that sometimes are designated as 
scrofula, the author suggests the term para- 
tuberculosis as a preferable name for that va- 
riety of the disease. He concludes tentatively 
that a prolonged course of T. bovinus of the 
patient’s own particular brand, spread over 
many years (“which is quite a different thing 
from something prepared in a laboratory and 
injected with a syringe”), has an immunizing 
effect against the toxin of another but closely 
allied bacillus, namely B. Tuberculosis (T. hu- 
manus). He quotes another recent writer, 
“who goes so far as to remommend that, in 
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order to obtain the immunizing effect conferred 
by paratuberculosis (bovine tuberculosis) we 
should continue to dole out to children, day by 
day, in their milk, a certain number of or- 
ganisms of paratuberculosis (T. bovinus), and 
that the attempt to obtain a pure milk supply 
is folly.” 

Fowler properly says that this, while possibly 
sound in theory, is difficult to carry out in 
practice. We recall that it has been suggested, 
many years ago, by von Behring, who claimed 
long since that immunity to the human type of 
tubercle bacillus can be produced through early 
infection with the bovine type. 

Doctor Fowler’s book must be read to be 
appreciated. It would require too much space 
to review it in detail. We are interested, among 
other things, in his symptomatic treatment in 
which he draws upon a fairly wide materia 
medica. In regard to climatic treatment, he 
urges physicians never to advise a patient to 
go to any place which they have not visited 
themselves. There is something to be learned 
about every health resort which can only be 
learned by a personal visit. Climatic treatment, 
in Fowler’s opinion, possesses many advantages 
if suitably selected. As for sanatorium treat- 
ment, he very naturally speaks well of it; not 
only with regard to the patient himself but also 
because of the fact that, through sanatoria, 
numerous physicians have been and are being 
trained in the careful study of tuberculosis. 
Indeed, he insists upon it that tuberculosis 
physicians should be trained properly . and 
should also be personally and individually suit- 
able for the work. 


As for tuberculin, Fowler’s opinions are al- 
most entirely adverse. He declares that he, 
personally, has not seen a single case of pul- 
monary tuberculosis in which he could satisfy 
himself that any good had been done, and that 
he has seen many in which any chance of 
recovery that they might have possessed has 
been destroyed by the administration of tuber- 
culin. 


The closing chapter contains various “Obiter 
Dicta”; such as, for instance, “Sir William 
Osler did not consider that dulness in a med- 
ical writer was a merit”—Dulness is the last 
thing that can be charged against Sir James 
Kingston Fowler. 

Another one: “The attempt to give scientific 
Precision to the influence of heredity in pul- 
monary tuberculosis is a research which may 
lead those who continue to pursue it into a 
blind alley.” 

“Those who advise that all stethoscopes 
should be ‘scrapped’ may be influenced by the 
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fact that they do not know how to use their 
own.” 

“The collection of pathological material and 
the reading of laboratory reports will never 
make a physician.” 

“A diploma in tuberculosis for those who 
are to deal with tuberculosis is just as neces- 
sary as a diploma in tropical medicine for those 
who are to treat tropical disease.” 

“Those who are to practise medicine must be 
taught by those who have practised medicine.” 

“Probably since the beginning of the world, 
it was never so dangerous to be alive as at the 
present time.” 

And, finally, one that will appeal to every 
tuberculosis physician. 

“No fool is ever cured of tuberculosis of the 
lungs.” 


HARROWER: “PRACTICAL 
ORGANOTHERAPY” 





Practical Organotherapy, The Internal Secre- 
tions in General Practice. By Henry R. Har- 
rower, M.D. Third Edition. Glendale: The 
Harrower Laboratory. 1922. 

Harrower, the irrepressible, has come out 
with a third edition of his useful manual of 
practical organotherapy. It is a handsome 
volume containing 408 pages of text (the 
second edition containing 251), and 8 pages of 
index in small type. Moreover, the format is 
larger than was that of the second edition. 
The type is clear, readable; the paper is good. 

While this book is issued frankly with direct 
reference to the glandular and pluriglandular 
products of The Harrower Laboratory, the Re- 
viewer can not see that that is in itself a 
blemish. The list of the formulas occupies but 
a small chapter (26 pages), while virtually the 
entire remainder of the book is devoted to the 
problems of organotherapy. The subject, it 
must be admitted, came into the limelight, in 
this country, largely through Doctor Har- 
rower’s efforts. 

We are fully conscious of Sajous’ scholarly 
work and, likewise, familiar with other organo- 
therapeutic products that have been offered 
for physicians’ use for years. Still, it was 
Harrower whose unbounded enthusiasm, whose 
pertinent and persistent talking organotherapy, 
in season and out of season, made physicians 
think of these remedies, and use them, more 
than had ever been the case. 

The discussions, in this book, on the basis of 
organotherapy, on the diagnosis of the inter- 
nal secretory disorders, on everyday organo- 
therapy, and so forth, are prepared carefully 
and with ample support from literature and 
from the writings of men who are acknowl- 
edged authorities on the subject. They can 
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usefully be studied without direct or exclusive 
reference to the glandular products of The 
Harrower Laboratory itself. The practical 
deductions for therapeutic procedures drawn 
from the results of laboratory study and of 
clinical observation are distinctly helpful to the 
practitioner. 

It has been claimed, and is frequently 
asserted, that organotherapeutics was still too 
uncertain and too insufficiently established to 
be popularized among general practitioners or 
to be employed by them. Even if this were the 
fact (the Reviewer denies it, at least to a very 
great extent), we believe (and we have no less 
authority than Sir James MacKenzie in sup- 
port of our position) that the assistance of 
the general practitioner, of his bedside obser- 
vations and practical deductions, is absolutely 
necessary for the establishment of any thera- 
peutic procedure whatever. 

Speaking specifically of organotherapy, it can 
not be asserted successfully that this should re- 
main a laboratory study or that, at most, hos- 
pital clinicians should employ it. Conditions 
in actual practice differ widely, not only from 
those observed in laboratory animals, but even 
from those that come to the ken of the hos- 
pital clinicians. A remedy, a therapeutic pro- 
cedure can not be said to have made good 
unless it has secured, through its intrinsic 
merit, the O. K. of the general practitioner. 

Reasoning on this basis, it can not be gain- 
said that bacteriotherapeutics has become estab- 
lished firmly in the practice of numerous 
physicians who employ it carefully, to be sure, 
but with distinct benefit and to the great ad- 
vantage of their patients. “Practical Organo- 
therapy” supplies a useful and very efficient 
guide to that end. 


LORD: “PNEUMONIA” 


Harvard Health Talks. Pneumonia. By 
Frederick Taylor Lord, A.B., M.D. Cam- 
bridge: Harvard University Press. 1922. 

This little one of a series of 
“Harvard Health representing public 
lectures medical school of 


volume is 
Talks”, 


delivered at the 
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Harvard University. The series aims to pro- 
vide, in an easily accessible form, modern and 
authoritative information on medical subjects 
of general importance. 

This particular little volume contains, as a 
matter of course, the theory of pneumonia lore 
in an unobjectionable form. Etiology, symp- 
tomatology, and so forth, are discussed splen- 
didly. In the matter of treatment, the general 
measures may be subscribed to without hesi- 
tation except that, when the author permits the 
patient to take as much of simple and nutri- 
tious food as he can digest, the caution should 
be added that, under the stress of severe fever, 
the patient really requires all his blood to 
combat the lung lesion and has but little at 
command for purposes of digestion. That 
explains, for one thing, why pneumonia 
patients rarely show much inclination to eat, 
while they are anxious for refreshing liquids. 
Many successful physicians withhold all food, 
even for several days and, we believe, to the 
benefit of the patients. 

Regarding drug treatment, the ancient and 
familiar assertion is made that special diets, 
drugs of various kinds have not been 
shown to influence the course and outcome of 
the disease. Still, the author approves of 
morphine as of value in relieving the pain. 
Also, he admits that digitalis may be service- 
able, especially in cases where there is irregu- 
larity of the heart, with fibrillation of auricles. 
He looks forward to the time when a specific- 
drug therapy will be developed and mentions 
especially a derivative of quinine (known as 
optochin) as promising. 

CuiinicAL MeEpIcINE has frequently contained 
articles (some excellent ones are in this issue) 
in which it is clearly shown that the perverted 
vital processes, as they are observed in pneu- 
monia, can be influenced by suitable drugs. 
With all due deference to the great promises 
of serum and vaccine therapy, and being fully 
mindful of the importance of general hygienic 
measures, we still maintain that the treatment 
of patients developing or suffering from in- 
flammation of the lung tissue can decidedly be 
made successful if proper drugs influencing 
the vasomotor apparatus are employed. 
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